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Abstract 
 Mental health in the United States is a rising concern. More concerning still is the 
growing number of children and adolescents with serious depression and other mental health 
disorders (SAMHSA, 2009; Merikangas et al., 2010). Despite a growing list of proven and best-
practice prevention and intervention initiatives that have been made available to children and 
adolescents, 80 percent of children and adolescents with a diagnosable mental health disorder 
will not receive services for their associated mental health concerns (U.S. Department of Health 
and Human Services, 1999; Cummings 2014).  Children and adolescents with mental health 
disorders are faced with an ever-increasing list of barriers that prevent them from accessing 
much needed mental health services.  At a particular disadvantage are Black adolescents, who 
are even less likely than their non-minority peers to have access to or receive services for mental 
health concerns (Lindsey, Chambers, Pohle, Beall, & Lucksted, 2013). As result, this Q 
Methodology study was designed to understand the perspectives Black adolescents hold toward 
access to mental health care.  
 The researcher first developed a naturalistic, 36-item Q Sample from participant 
responses to open-ended prompts designed to elicit distinct thoughts around perceptions of 
access to mental health care, including supports and barriers. Thirty Black adolescents sorted this 
36-item Q sample in a forced distribution resembling a semi-normal curve ranging from “least 
like my perspective” (-4) to “most like my perspective” (+4) and also wrote explanations for why 
they sorted they ways they did. Subsequently, these 30 Q sorts were correlated and these 
correlations were factor analyzed, rotated, and extracted producing five factors. Based on an 
analysis of these five factors, or shared perspectives, they were named: Building My Own 
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Barriers (Factor 1), I Don’t Talk About My Feelings! (Factor 2), I’m Looking For A Shift In My 
Perspective (Factor 3), Counseling When I Want It; Not Always From A Counselor (Factor 4), 
and Money Is The Least Of My Problems (Factor 5).  These five factors represented distinct and 
diverse viewpoints toward the access to mental health counseling. A primary implication from 
this study was that school leaders and community leaders, educators, parents and caregivers, and 
policy-makers must find ways to decrease the barriers youth experience as they seek and attempt 
to participate in mental health counseling services, while working also to leverage the power of 
those things that support access.  
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Chapter 1: Introduction 
Mental health in the United States is a rising concern.  The growing epidemic of 
unaddressed mental health issues has become topic of national discussion, and for good reason.  
As of 2013, the Centers for Disease Control and Prevention (CDC) estimated that one in five 
Americans has a diagnosable mental health disorder.  As of 2010 the U.S. population had 
reached more than 308,000,000 individuals (U.S. Census, 2011), meaning that potentially 62 
million Americans currently have a diagnosable mental health disorder, and a large majority of 
them are living their lives without much needed mental health care.  With increasing insurance 
costs and costs of living, as well as stagnating incomes and dwindling state resources Americans 
are finding it more and more difficult to seek and acquire preventative care and intervention for 
mental health disorders (The Kaiser Family Foundation, & Health Research & Educational Trust, 
2009; National Alliance on Mental Illness (NAMI), 2011; U.S. Census, 2011).  Systems-level 
and social/cultural barriers often prevent those most in need of gaining access to the care that 
could have a profound and positive impact on their lives.  Unfortunately for some, negative 
attitudes towards mental health and help-seeking in the United States and abroad have served to 
support the stigma that surrounds mental health and mental health help-seeking, further 
deepening the gap that these individuals must cross to gain access to the care that they so 
desperately need.  More concerning, however, than lack of access and stigma related to adult 
mental health concerns is the growing number of children and adolescents with serious 
depression and other mental health disorders.  
 Children and adolescents with mental health disorders are faced with seemingly 
insurmountable barriers that prevent them from seeking and accessing much needed mental 
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health services.  Many of the barriers to children’s access to services are known and well 
researched, such as financial and transportation barriers.  These barriers prevent access through 
structural means via limited services and even more limited resources.  Children and adolescents 
rarely have much ability to make significant changes to the systems the constrict their access via 
structural means as such barriers are often closely related to socioeconomic status, which few 
child are able to overcome, financially, until adulthood.  Additionally, while much is known 
about the potential impacts of structural barriers on adolescent mental health, less is known about 
children and adolescents’ specific perceptions of mental health and how those perceptions impact 
help-seeking behaviors.  Community, cultural, and stigmatic barriers to positive mental health 
help-seeking behaviors are more commonly referred to as attitudinal barriers.  These attitudinal 
barriers are less widely researched and offer opportunities for researchers to seek understandings 
about the interplay of attitudes and help-seeking for mental health services among this very 
vulnerable population.  These attitudinal barriers could potentially offer explanations for why, 
despite the availability of proven effective mental health treatments, the majority of children and 
adolescents with mental health disorders will not receive mental health services for their 
associated mental health concerns (Cummings, 2014; Merikangas et al., 2010).   
When examining adolescent mental health in the United States diagnoses extend across 
all genders, ages, creeds and colors without discrimination.  But, the world of adolescent mental 
health is not without its own deficits and disparities.  In general, when compared to non-minority 
children and adolescents, Black adolescents are at a particular disadvantage in seeking, 
accessing, and using mental health services in their communities (Byck, Bolland, Dick, Ashbeck, 
& Mustanski, 2013).  Recent research has shown that when compared to non-minority 
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adolescents, Black adolescents are less likely to seek and receive services when they are needed 
for the purposes of mental health and wellness (Lindsey, Chambers, Pohle, Beall, & Lucksted, 
2013).  Furthermore, these disparities have been shown to increase as these adolescents age to 
adulthood, with Black adults showing a stronger likelihood of living with untreated chronic 
mental health conditions when compared to their non-minority peers (Lo, Cheng, & Howell, 
2014).  A wealth of research has focused on providing mental health services for those most in 
need in areas where services can be easily accessed such as community settings and schools 
(Ballard, Sander, & Klimes-Dougan, 2014; Shin, Sharac, & Mauery, 2013; Walker, Kerns, Lyon, 
Bruns, & Cosgrove, 2009), yet many individuals still fail to receive the services they so 
desperately need creating widespread disparities particularly among Black adolescents (Bains, 
Franzen, & White-Frese, 2014).  Failure to receive such services can have lasting effects on these 
individuals that start early with academic struggles, failings, and even high-school drop-out 
(Anakwenze & Zuberi, 2013), and leading to more serious concerns in later life, such as loss of 
lifetime earning potential that can reach into the hundreds of thousands of dollars for the 
individual and in the billions for the economy (Smith & Smith, 2010).   
Tackling an issue as monumental as that of the growing adolescent mental health 
epidemic requires the concerted and coordinated efforts of researchers, community members, 
leaders, and youth alike.  Recognizing the value in each position and utilizing the unique 
perspectives gained from many points of views can begin to chip away at the foundations of 
disparity and inequity, and work toward a more balanced and equitable system of care for all 
children and adolescents.  
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 In recent years, more and more researchers are noting the value of including youth voices 
in overcoming issues related to youth because of the unique perspectives that youth are able to 
bring to topics that range from curriculum and instruction needs to sexual, physical, and even 
mental health (Hutton & Jackson, 2014).  Additionally, educational researchers and leaders, 
alike, are beginning to push for the inclusion of these voices in essential decision making 
processes that impact the lives of children and adolescents (Cook-Sather, 2014; Cunningham & 
Rious, 2015; Lehtomäki et al., 2014).  These researchers, leaders, and even policy makers play a 
vital role in facilitating youth voice in their interactions with children and adolescents by creating 
space for the active sharing of voices in situations that are of importance to youth.  Incorporation 
of youth voice into regular research and leadership practice is a logical step toward overcoming 
many of the issues that children and adolescent are presented with on a daily basis.   
 The incorporation of youth voice and perspectives into education research and leadership 
could provide invaluable and otherwise unattainable insight into new and unthought-of ways to 
address mental health stigma, structural and attitudinal barriers, and mental health help-seeking 
behaviors among children and adolescents.  Overcoming the lasting effects of unaddressed 
childhood mental health disorders is essential to the growth of our nation’s next generation of 
children and adolescents, and it starts by first listening to what they have to say.  
Problem Statement 
 As more and more researchers begin to investigate the causes of the rising mental illness 
prevalence, many have found large gaps in care and concern for the mental health and welfare of 
America’s youth.  CDC reports have compiled a plethora of data collected from more than a 
dozen national surveys that sampled children and adolescents from every race, gender, ethnicity, 
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and socio-economic background.  While the statistics vary from survey to survey, the overall 
story that they tell is one of a growing epidemic of mental illness among children and 
adolescents (CDC, 2013).  Among children and adolescents the prevalence of diagnosable 
mental health disorders including depression, Autism Spectrum Disorder (ASD), Attention 
Deficit Disorder (ADD)/Attention Deficit Hyperactivity Disorder (ADHD), suicide and others 
has been on the rise (Buchman-Schmitt, Chiurliza, Chu, Michaels, & Joiner, 2014; Cuellar, 
2015; Molock, Puri, Matlin, & Barksdale, 2006; Matlin, Molock, & Tebes, 2011; Zablotsky, 
Black, Maenner, Schieve, & Blumberg, 2015).  Berman and Davis-Berman (2013) emphasized 
that due to the access barriers that often prevent children and adolescents from receiving or even 
seeking mental health services, it can be difficult to pinpoint an accurate prevalence rate.  The 
CDC (2013) supported this notion and suggested that further improvements to survey research 
are necessary to gain a better understanding of the overall state of children’s mental health in the 
United States.  However, Berman and Davis-Berman, and the CDC’s concerns over the ability to 
fully monitor the prevalence of mental health disorders among children and adolescents provides 
support for the notion that child and adolescent mental health is likely a much larger issue than 
was previously thought.  
 The general consensus among researchers is that an estimated one in five children and 
adolescents in the United States lives with a diagnosable mental health disorder (Burns et al., 
1995; CDC, 2013; SAMHSA, 2013; U.S. Department of Health and Human Services, 1999; 
WHO, 2004).  According to the 2010 National Census data, the number of children in the U.S. 
reached an “all-time high of 74.2 million,” meaning that at any given time, roughly 15 million 
children are living with a mental health concern (O’Hare, 2011).  The Surgeon General’s report 
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goes on to claim that only about 20 percent of the children in the U.S. with a diagnosable mental 
health disorder will receive care for their disorder, equating to around 12 million children and 
adolescents each year that find their mental health needs unaddressed and unmet.  This data and 
many more like it support the notion that despite the existence of effective mental health 
treatments, most children and adolescents with diagnosable mental health disorder will not 
receive services (Cummings, 2014), especially if those children and adolescents are from low 
socioeconomic background, urban neighborhoods, or are Black.  
 Adolescents from low socioeconomic backgrounds, urban neighborhoods, or who are 
Black are at a particular disadvantage with much research indicating that they have the potential 
for increased likelihoods of trauma, depression, and suicide (Byck, Bolland, Dick, Ashbeck, 
Mustanski, 2013; Matil, Molock, Tebes, 2011; Molock et al., 2007).  Furthermore, a lack of 
financial and community resources often serves to further exacerbate the expanding list of 
disparities that have become endemic for these populations.   
Purpose Statement 
 The purpose of this study was to examine the shared perspectives of Black adolescents on 
mental health and mental health help-seeking in urban communities. It was the hope of the 
author of this study that through the research process the voices of these marginalized youth 
might be given a powerful platform upon which to advocate for their own mental health welfare 
within their communities and abroad.  For far too long children and adolescents have been left 
out of conversations that have had profound impacts on the nature and course of both their 
physical and mental health.  Through research such as this, educational researchers, leaders, and 
policy makers can begin to play an integral role in the emancipation of an entire population that 
UNHEARD VOICES 
 
7 
for so long have merely been the objects of research practices instead of subjects in research.  
Including such perspectives in research is essential to the task of gaining relevant knowledge that 
otherwise would remain unheard (Ellingsen, Thornsen, & Størksen, 2014).   
 Brown (2006) held that the “secrets” of a community are held with the “common 
communicability” of the community members, and if one seeks to gain access to that 
information, they need only ask (pp. 363-365).  Among decades or more of research, educational 
researchers, leaders and policy makers have asked everyone of interest in a child or adolescent’s 
life about what is and isn’t working but the child or adolescent themselves.  Parents, teachers, 
and other knowledgeable adults are considered the bastions of information regarding children 
and adolescents, and the children and adolescents themselves are regarded as having little more 
than baseless opinion.  It is time that educational researchers recognize the agency and voice of 
children and adolescents and allow them to finally speak for themselves, especially when it 
comes to matters of mental health and mental health help-seeking in marginalized communities.  
In lifting these youth voices, these researchers, leaders and policy makers can position 
themselves as advocates for change, and can have powerful impacts on the lives of children and 
adolescents that can pay dividends for years and even decades to come.   
Research Question 
 For the purpose of this study, only one research question was used to guide the research 
and was derived from the purpose statement, as is a common practice within typical Q 
methodological procedures (Watts & Stenner, 2012).  
 What are the various shared perspectives held by Black adolescents regarding their 
decisions to seek mental health services in urban communities? 
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Defining Terminology 
In Q methodology it is not a common convention to provide operational definitions for 
terms used within the study as elements of the conditions of instruction participants use to help 
think through the sorting exercise they complete in order to express their perspectives.  However, 
it is important in this case that the researcher be upfront about a decision that was made during 
the course of this study.  This decision was in regards to whether this study would use the term 
Black or African-American to describe the participants of the study.  In the interest of full 
disclosure, this researcher being neither Black nor African-American did want any researcher 
would do and went to the literature.  A cursory search of black, Black, or African-American in 
any research database will produce articles in the thousands and each and every one has their 
own take and perspective on what is considered appropriate, what is preferred, and what is 
considered derogatory within African descent populations.  One article in particular by 
Agyemang, Bhopal, and Bruijnzeels (2005) provided a detailed analysis of a variety of terms and 
their uses.  After careful consideration of all the terms presented as well as candid conversations 
with colleagues and friends this researcher decided that for the purposes of this study the term 
Black would be used because of its ability to be inclusive of a variety of ethnicities.  Agyemang 
et al., (2005) noted that the terms Black and African-American are often used interchangeably in 
the United States and are both used in the United States census, indicating that they are likely 
known throughout many varied communities.  However, the term African-American might 
exclude individuals that identify as Haitian, Caribbean, or African.  Because of the potential for 
the term African-American to exclude participants that identify as non-African, or non-
American, the best option for terminology was Black. 
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Overview of Theoretical Framework 
The Unified Theory of Behavior (UTB) was drafted by Jaccard, Dodge and Dittus (2002) 
as an amalgamation of multiple theories of behavior and social development.  Following a 
sponsored workshop hosted by the National Institute of Mental Health (NIMH) in which 
theorists and architects related to the most commonly cited social and developmental psychology 
theories and frameworks were invited, Jaccard et al. (2002) derived a general framework of 
behavior which sought to incorporate aspects of The Theory of Reasoned Action (Fishbein & 
Ajzen, 1975), Social Learning Theory (Bandura, 1975, 1986), the Health Belief Model (Janz & 
Becker, 1984; Rosenstock, Strecher, and Becker, 1988), and the Theory of Subjective Culture 
(Triandis, 1972).  Jaccard et al. (2002) noted “the theorists could not come to complete 
agreement, a general framework emerged” (p. 16).   
The UTB was drafted to facilitate better understanding of determinants of help-seeking 
behavior in order to emphasize those determinants that are most likely to create change.  At its 
core, the UTB is divided into two constructs: an individual’s decision to engage in a behavior, 
and their decision to perform the behavior (see figure 1).  The decision to engage in a behavior is 
composed of an individual’s desire to perform a behavior, the individual’s particular literacy on 
the behavior, any barriers or facilitators that might promote or undermine the behavior, “cues to 
action”, and previous experience with the behavior.  Secondly, an individual’s decision to 
actually perform a behavior is determined by the individual’s attitudes about the behavior, 
expectations about the positive and negative outcomes of engaging in the behavior, normative 
pressures, perceptions of how the behavior will impact outward image, “emotional and affective 
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reactions” to the idea of participating in the behavior, and the individual’s perceptions of their 
own ability to actually perform the behavior (Jaccard et al., 2002).  
Lindsey et al. (2013) claimed that the use of the UTB as a framework for identifying and 
analyzing mental health help-seeking behaviors in Black youth is “particularly apropos in that 
identifying the factors most germane to performing the desired behavior (e.g. use of mental 
health services) can enrich the development of intervention strategies to increase the behavior” 
(p. 14).  The UTB offers a framework for understanding factors that bar children and 
adolescents, especially those from low socioeconomic status, urban communities, or who are 
from minority populations, from receiving the vital mental health services they need. 
Overview of Methodology 
 In order to attempt to answer the research question identified in this study Q methodology 
will be utilized to examine the shared perspectives of Black adolescents regarding mental health 
and mental health help-seeking in urban communities.  Regarding Q methodology, Brown (2006) 
noted: 
For those interested in the problems associated with marginalization, Q methodology 
offers much of value. Properly employed, it remains close to the experiences of the poor, 
the disempowered, the despairing, taking as its raw materials the thoughts and feelings of 
these individuals, as expressed in their own words, which, when submitted to statistical 
analysis, results in factors of operant subjectivity. These factors, in turn, place the policy 
scientist in a position to offer more informed advice and to be more helpful than would 
otherwise be the case. (p. 378) 
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Because of the ability of Q methodology to gain deeper understandings from the marginalized 
viewpoints, such as those from children and individuals with mental health concerns, this 
methodology was identified as the most appropriate means for addressing the purpose of this 
study.  
A sample was used where only one condition of instruction was given to a group of 30-50 
participants (the P-set).  A list of statements, referred to as the concourse, was drawn from a 
series of preliminary open-ended survey questionnaires with adolescents aged 12-17.  The 
questionnaire was crafted through the lens of the Unified Theory of Behavior, with the aim to 
elicit responses from participants regarding their decisions to seek mental health counseling 
services, and their decision to use mental health counseling services.  From the concourse a 
reduced series of statements was derived, this is referred to as the Q set, and was presented to a 
volunteer group of adolescents (ages 12-17) who are currently enrolled in secondary schools in 
urban communities.  The volunteer youth participants were guided through the process of the Q 
sort via the condition of instruction that was derived from a combination of the theoretical 
perspective, literature review, and the purpose of the study.  
Significance of the Research 
 Golberstein, Eisenberg, and Gollust (2008) claimed that, “[a] major goal of mental health 
policy in the United States is to reduce barriers to service utilization” (p. 392).  As an identified 
goal of U.S. mental health policy, it is essential that we begin to include children and 
adolescents’ voices in conversations regarding ways to manage and reduce barriers to mental 
health service access and utilization and improve mental health help-seeking.  Mental health 
access, mental health help-seeking, and service use barriers “…prevent children in need from 
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receiving that care, even though it is available within the community” (Gould, Beals-Erickson, & 
Roberts, 2012, p. 768).  This issue is particularly troublesome for children and adolescents who 
are from low-socioeconomic backgrounds, urban communities, and/or are Black.  
 The goal of this study is wide-reaching, with aspirations of initiating change in 
communities, schools, research, and policy.  First and foremost, the aim of this study was to 
address the mental health needs of underserved minority children and adolescents.  It is proposed 
that through more concerted efforts to identify and address the mental health needs of children 
and adolescents in urban communities that the positive social, emotional, health, and educational 
outcomes will far outweigh the time, cost, and energy expended.  In their respective research, 
Ballard, Sander, and Klimes-Dougan (2014) and Kang-Yi, Mandell, and Hadley (2013) noted 
additional support for the school-based mental health model with results that indicated that 
students who received services from such programs were likely to experience improvements in 
social/emotional as well as academic function.Secondly, this study aimed to elucidate the role of 
youth voice in research, policy, and practice initiatives.  A wealth of recent research has shown 
the value in including student voice in research as well as educational initiatives (Cook-Sather, 
2006; Cook-Sather, 2014; Cunningham & Rious, 2015; Grey, Swain, & Rodway-Dyer, 2014; 
Lehtomäki et al., 2014; Mansfield, 2014), and this study will add to that body of knowledge in 
the hopes of further supporting such practices. Finally, this study serves to further support the 
use of Q methodology as a viable research methodology for conducting research with children 
and adolescent as subjects in research instead of objects of research. This study will serve as a 
model for conducting youth voice research via Q methodology on any topic that is of importance 
to the lives of children and adolescents.  
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Organization of the Study 
 Subsequently in Chapter 2, the researcher will present a review of relevant literature that 
focuses on the concepts of mental health in the United States, adolescent mental health in the 
United States with emphasis on Black adolescents, barriers to services acquisition and use, help-
seeking among Black adolescents, the Unified Theory of Behavior as a lens for the study, unmet 
mental health needs and their impacts on communities and schools, youth voice, and the role of 
educational leaders in facilitating youth voice.  
 In Chapter 3, the researcher will present the methodology that was chosen for this study: 
Q methodology.  The chapter will begin with an overview of Q methodology, followed by a 
discussion of the appropriateness of the approach of use with adolescents.  The research question 
will be restated and additional information will be provided on the development of the concourse 
and application of the UTB.   Participant and site selection will then be presented followed by the 
proposed data collection method.  Finally there will be brief discussions of reliability, validity, 
limitations, risks and benefits, as well as the analysis procedure for the study.  
 In Chapter 4, the researcher will first discuss the specific details of the Concourse 
Development, and Q Sort phases of data collection.  Next the analytic process will be discussed, 
compiling a review of the primary data outputs provided by the PQMethod data analytic 
software.  The correlation matrix, factor extraction, factor rotation, correlations between factor 
scores, and factor scores will be discussed in detail.  Finally, the researcher will provide 
extensive data on each of the five extracted factors in the form of the factor interpretations as 
well as Factor Horoscopes. 
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 In Chapter 5, the researcher will provide a discussion of the data from both phases of the 
study in relation to the literature presented in earlier chapters.  Additionally, the researcher will 
compare and contrast the five identified factors and discuss any relevant themes that emerged 
during the analysis and interpretation processes.  Next there will be brief discussions on the 
strengths and limitations of the study, followed by the implications for policy, practice, and 
research that are derived from the study results.  Finally, Chapter 5 will provide 
recommendations for future research. 
Chapter Summary 
 This chapter provided a cursory introduction to the purpose, flow, and methodological 
nature of this study.  The chapter began with a brief introduction to the issue of mental health in 
the United States, with emphasis on the growing concerns over adolescent mental health 
disparities.  It continued on by presenting the issues of youth voice in research practices as a 
means for addressing not only mental health concerns, but also a variety of issues.  Next the 
chapter detailed both the problems identified in current research and the purpose of this study, as 
well as the research question: What are the various shared perspectives held by Black 
adolescents regarding their decisions to seek mental health services in urban communities?  A 
brief introduction to the framework, utilized as a lens for this studied, was presented followed by 
an overview of the methodology identified to answer the research question.  Finally, the 
significance of this study and its implications were discussed as well as the flow of the 
subsequent chapters.   
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Chapter 2: Review of Literature 
 Mental health concerns are on the rise in adults and adolescents across the U.S. 
(Whitaker, 2005; De Lorenzo, 2013; Baxter, Scott, Ferrari, Norman, Vos, & Whiteford, 2014).  
Children and adolescents in particular are significantly at risk for experiencing barriers to service 
access and utilization (Berman and Davis-Berman, 2013), especially if those children are from 
marginalized populations (Merikangas, 2010).  A growing body of research has indicated that 
there are effective ways to provide provisions for care for those most in need, with some 
claiming that starting with educational settings is a sound option (National Alliance on Mental 
Illness (NAMI), 2011; Walter et al., 2011).  
 Despite the rising prevalence of mental health concerns, the availability of services in 
both school and community settings, and an increased concentration on removing both structural 
and attitudinal barriers, children and adolescents appear to continue to experience barriers that 
prevent them from engaging in positive help-seeking behaviors (Kranke, Floersch, Townsend, & 
Munson, 2010).  An increase in positive help-seeking behaviors among youth could substantially 
benefit not only emotional and physical health, but also social and academic facets of a child’s 
life (Kranke et al., 2010).  Help-seeking among youth is of significant importance as it develops 
in communities and schools throughout childhood and adolescence, this is evidenced by the 
long-term effects that are experienced both emotionally and socially in individuals’ lives when it 
is not promoted, developed, or engaged in as a positive behavior (Mackenzie, Erickson, Deane, 
& Wright, 2014).   
 Many, however, have been left wondering how best to overcome the issues of cultural 
and systems-level barriers to adolescent mental health.  In recent years more and more 
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researchers have begun to find answers to these and other questions in the realm of youth voice 
(Blank, 2015; Crockett, 2012; Guajardo et al., 2006; Kidman, 2014; Mitra, Serriere, & Kirshner, 
2014).  As connections are drawn between help-seeking behaviors and youth voice, researchers 
can work with youth and adult collaborators to drive positive change in settings where youth 
voice is often overlooked.  Communities and schools are primed to hear the perspectives of 
children and adolescents about topics that are important to them, such as how best educational 
leaders can help facilitate mental health help-seeking behaviors among Black youth living in 
urban communities?  Questions like this are essential to addressing the growing mental health 
concerns from America’s youth, especially Black adolescents.  But, without jumping ahead of 
the issues and seeking a solution, it is vital to recognize that in order to initiate real and lasting 
change for the better, educational leaders must first be willing to listen.  America’s youth are 
ready to talk, they only need someone who is ready to listen.  
Mental Health in the United States 
 There is a growing concern for mental health in the U.S. and abroad.  More and more, 
news stories are detailing accounts of troubled individuals’ rampages through government 
buildings, malls, and even schools.  In each of these gruesome and sorrowful incidents 
counseling professionals and researchers alike have seen signs of mental health disorders, 
leading many to claim that the issues of unresolved mental health are quickly becoming a 
national epidemic (Baxter, Scott, Ferrari, Norman, Vos, & Whiteford, 2014; De Lorenzo, 2013; 
Whitaker, 2005).  Some researchers have gone as far as to claim that there is no longer a debate 
as to whether or not mental health is a growing national issue, but instead that the new concern is 
how to halt the rising prevalence (Keyes, Dhingra, & Simoes, 2010).   
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 The Centers for Disease Control and Prevention (CDC), (2011) Morbidity and Mortality 
Weekly Report (MMWR) reported that roughly 25 percent of adults (18 years and older) in the 
United States has a mental health concern in a given year, and that close to one half of all adults 
would develop a mental illness in their lifetime.  In their research, Keyes et al. (2010) noted that 
between 1995 and 2005 there was a significant “increase in prevalence of mental illness” 
reported in the United States (p. 2370).  Similarly, Baxter et al. (2014) found nearly identical 
results in their study of mental health prevalence rates between 1990 and 2010, further 
supporting the growing concern for mental health and the need for expanded mental health 
services in the United States.  As more and more researchers have begun to investigate the 
causes of the rising mental illness prevalence, many have found large gaps in care and concern 
for the mental health and welfare of America’s youth, leading many to wonder what more can be 
done to help these children and adolescents? 
Adolescent Mental Health in the United States  
The CDC report compiled a plethora of data collected from more than a dozen national 
surveys that sampled children and adolescents from every race, gender, ethnicity, and socio-
economic background.  While the statistics vary from survey to survey, the overall picture that 
they paint is one of a growing epidemic of mental disorder among children and adolescents 
(CDC, 2013).  Among children and adolescents the prevalence of diagnosable mental health 
disorders including depression, Autism Spectrum Disorder (ASD), Attention Deficit Disorder 
(ADD)/Attention Deficit Hyperactivity Disorder (ADHD), suicide and others has been on the 
rise (Buchman-Schmitt, Chiurliza, Chu, Michaels, & Joiner, 2014; Cuellar, 2015; Molock, Puri, 
Matlin, & Barksdale, 2006; Matlin, Molock, & Tebes, 2011; Zablotsky, Black, Maenner, 
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Schieve, & Blumberg, 2015).  Berman and Davis-Berman (2013) emphasized that due to the 
access barriers that often prevent children and adolescents from receiving mental health services, 
it is difficult to pinpoint an accurate prevalence rate, leading many surveys and statistics to 
underestimate the prevalence of childhood and adolescent mental health disorders.  The CDC 
(2013) supported this notion and suggested that further improvements to survey research is 
necessary to gain a clearer picture of children’s mental health in the United States.  Despite 
issues with surveying and estimating, Berman and Davis-Berman, and the CDC concerns over 
the ability to fully monitor the prevalence of mental health disorders among children and 
adolescents provided support for the notion that the issue is likely far larger than previously 
thought.   
The general consensus among researchers is that an estimated one in five children and 
adolescents in the United States lives with a diagnosable mental health disorder (Burns et al., 
1995; CDC, 2013; Merikangas et al., 2010; SAMHSA, 2013; U.S. Department of Health and 
Human Services, 1999; WHO, 2004).  According to the 2010 National Census data, the number 
of children in the U.S. reached an “all-time high of 74.2 million”, meaning that at any given 
time, roughly 15 million children are living with a mental health concern (O’Hare, 2011).  The 
Surgeon General’s report goes on to claim that only about 20 percent of the children in the U.S. 
with a diagnosable mental health disorder will receive care for their disorder, equating to around 
12 million children and adolescents each year that find their mental health needs unmet.  This 
data and many more like it support the notion that despite the existence of effective mental health 
treatments, most children and adolescents with diagnosable mental health disorders will not 
receive vital mental health services (Cummings, 2014), especially if those children and 
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adolescents are from low socioeconomic background, urban communities, or are Black.  Indeed, 
in recent years a variety of studies and surveys have found that a disproportionate amount of the 
12 million children and adolescents who find their mental health needs unmet are likely to claim 
Black as their race (Byck, Bolland, Dick, Ashbeck, and Mustanski, 2013; Fox et al., 2007; 
Merikangas, 2010). 
Mental health and Black adolescents.  Results from the NHANES study (Merikangas, 
2010) indicated that urban and rural poor children and adolescents are at a particular 
disadvantage, and noted that they had increased prevalence rates for any mental health 
diagnoses, such as ADHD, depression, and substance abuse when compared to more 
economically advantaged peers.  Anakwenze and Zuberi (2013) stressed the bidirectional nature 
of mental health and socioeconomic status, claiming that one often reinforces the other, and vice 
versa.  The authors argued that due to the cyclic and bidirectional nature of mental health and 
urban poverty, that disorder and dysfunction have significant impacts on children and 
adolescents.  They concluded that early exposure to violence, poverty, and trauma could have 
detrimental effects on children and adolescents that last well into adulthood, potentially 
increasing the gaps commonly associated with racial disparities.   
Additional research into the racial disparities among U.S. adolescents has claimed that 
Black adolescents are “more than twice as likely” as their White peers to live in economically 
disadvantaged families (Fox et al., 2007, p. 1).  Byck et al. (2013) held that there is little data on 
the overall prevalence rates of mental health disorders among urban Black adolescents due to a 
lack of consistent and verifiable mental health prevalence data about Black adolescents, but 
noted that recent national surveys like the National Comorbidity Survey-Adolescent (NCS-A) 
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have begun to fill in the gaps.  They cautioned that data from such surveys must be used with 
care, noting that these comorbidity surveys typically focus on the general population of 
adolescents and provide little to no disaggregation of data regarding specific population groups.  
Furthermore, the authors held that finding reliable and generalizable data for subgroups is even 
more difficult, especially when focusing on urban Black adolescents.  The authors have made a 
call for more targeted research that seeks to better identify the prevalence rates of underserved 
and understudied populations through in-depth national studies.  The research efforts of Lindsey, 
Chambers, Pohle, Beall, & Luckstead (2013) supported this notion indicating that Black 
adolescents are at particular disadvantages when interacting with mental health systems in the 
United States, as well as noting: 
Black adolescents with mental health problems are less likely than non-Black adolescents 
with mental health problems to receive treatment, primarily for non-financial reasons 
including negative perceptions of services and providers, and self-stigma associated with 
experiencing mental health problems. (p. 107)   
The work of Lindsey et al. (2013) supported the conclusions of previous research such as 
the work of Rose, Joe, and Lindsey (2011).  In their study of depression and perceived stigma 
among Black adolescents, Rose et al. (2011) concluded that of the adolescents in their study, half 
had strong associations with perceived stigma and their level of depression severity.  There was a 
strong indication from the data of a predictor relationship between depression severity and 
perceived stigma in Black adolescents.  The authors argued that this relationship is an essential 
element of an adolescent’s decision to engage in help-seeking, noting the link between perceived 
need of services, relative mental health, and service use.  The research of Rose et al. (2011), and 
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others like them have shed light on an important facet of the mental health equation for Black 
adolescents: the role that stigma plays as a barrier to mental health help-seeking behaviors.   
Stigma has for many years been cited as a problematic barrier for Black adolescents’ 
mental health and mental health help-seeking behaviors, with some researchers arguing that 
more research is needed on the perceptions and perspectives of Black adolescents regarding 
stigma and its barrier effects (Alvidrez, Snowden, & Kaiser, 2008).  However, stigma does not 
stand alone as the only barrier that prevents these individuals from seeking and engaging in 
mental health services, a variety of structural and attitudinal barriers serve to prevent positive 
mental health and mental health help-seeking behaviors, and these barriers have profound 
impacts on individuals’ decisions to seek and engage in mental health services. 
Barriers and Help-Seeking Among Black Adolescents 
Structural barriers to service acquisition and use.  Many types of barriers exist within 
the mental health system that impede children and adolescents from accessing valuable and 
necessary services.  When these barriers represent “system-level” issues and obstacles they are 
referred to as structural barriers to access and care (Kido et al., 2013, p. 101).  Structural barriers 
are those barriers described as pervasive in the structure of the community or society that serve 
to impede individuals from accessing or acquiring services or goods.  Structural barriers can 
include anything from the financial cost of counseling services, to transportation logistics, the 
scheduling availability of practitioners and clinicians, and even the geographic location of 
services (Aisbett, Boyd, Francis, Newnham, & Newnham, 2007; Andrade et al., 2014; Bruwer et 
al., 2011; Handley et al., 2014; Sareen et al., 2007).  These barriers can extend beyond just 
financial issues, as such, some researchers have noted how the unique challenges experienced by 
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individuals that speak non-dominant languages in the region in which they live that can have 
huge implications for their ability to access and use not only mental health services, but any 
health services (Williams & Chapman, 2011).  Additionally, individuals with unique mental 
health needs such as children with severe mental health concerns, or uncommon diagnoses might 
also experience structural barriers that prevent them from benefiting from much needed mental 
health services as they struggle to find qualified specialists trained to work with their particular 
concerns (Cummings, 2014; Hogan, 2003; Schwartz, 2009).  These concerns and more create a 
condition where individuals become reinforced not to seek services, because when they do they 
find the services to be difficult to acquire, impossible to afford, or even lacking in quality (Gould 
et al., 2012).   
In recent years much research has been devoted to identifying and analyzing structural 
barriers and their impact on the service utilization and help-seeking behaviors of both adults and 
adolescents with unmet mental health needs (Aisbett, Boyd, Francis, Newnham, & Newnham, 
2007; Andrade et al., 2014; Bruwer et al., 2011; Kido, Kawakami, & WHO, 2013; Sareen et al., 
2007).  Most of the studies reviewed defined structural barriers as those barriers related to the 
financial cost of mental health services, transportation, geographic location of services, 
availability of services, availability of specialty services, and scheduling.  One study in particular 
that compared perceived barriers to mental health service utilization in the United States with 
those in Ontario and the Netherlands found that when compared to the other two locations, 
respondents in the United States were far more likely to report structural barriers related to the 
financial cost of mental health services, particularly those respondents that had indicated that 
they were of low or lower socioeconomic status (Sareen et al., 2007).  The authors noted that the 
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difference in reporting of structural barriers between the U.S., Ontario and the Netherlands is 
likely in part because of the differences in universal healthcare between the three areas, with U.S. 
statistics indicating that access is often limited due to lack of insurance coverage or restrictions 
on services that can be acquired.  In both Ontario and the Netherlands, mental health care is a 
provision provided by the government by either comprehensive mental health insurance or a 
tiered system of care based on income.  Sareen et al.’s (2007) conclusions regarding the 
particular difficulties that structural barriers create was further supported with Andrade et al.’s 
(2014) review of the WHO World Mental Health surveys.  In their review, Andrade et al. (2014) 
found that respondents most commonly reported financial barriers and lack of availability as the 
primary structural barrier to mental health treatment.  This research points to system-level issues 
that are likely to be difficult, if not impossible, for many individuals from low-socioeconomic 
status backgrounds to overcome.  Furthermore, research indicates that while individuals with 
mild to moderate mental health concerns are likely to report low perceived need for treatment as 
the reason for not accessing mental health services, it is most commonly those that indicate the 
highest severity of mental health concern and the greatest need that report structural barriers like 
financial cost of services, transportation, and lack of insurance or availability as the reason for 
not accessing necessary services (Andrade et al., 2014).   
In another study that looked at service utilization of adolescents in rural Australia, 
participants reported issues with transportation, long waitlists for appointments, and few if any 
qualified adolescent specialists in their area (Aisbett et al., 2007).  The concerns noted in the 
rural Australian study were mirrored in Smith et al.’s (2013) study of parental perspectives of 
treatment access barriers in the United States.  Many of the parents noted issues regarding 
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gaining access to qualified specialists, financial limitations, and hours of operation.  Gould, 
Beals-Erickson, & Roberts (2012) noted, when describing structural barriers, that “service 
barriers are defined as elements of the community, individual, or children’s mental health service 
system that prevent children in need from receiving that care, even though it is available within 
the community” (pp. 767-768).  Structural barriers are troublesome for socioeconomically 
disadvantaged groups across the board, but the disparities faced by urban children and 
adolescents often serve as considerable insurmountable barriers that fully prevent them from 
accessing and using mental health services (González, 2005). 
Attitudinal barriers to service acquisition and use.  Attitudinal barriers are those 
barriers that are based in personal, familial, cultural, and community beliefs (Andrade et al., 
2014; Bruwer et al., 2011; Handley et al., 2014).  Some researcher have found attitudinal barriers 
to be based on a lack of interest or perceived need, self-reliance, or even concerns over 
confidentiality (Becker, Swenson, Esposito-Smythers, Cataldo, & Spirito, 2014), leading some to 
question if enough is being done to overcome the barriers of mental health literacy in the United 
States and abroad (Mendenhall, Frauendoltz, & Conrad-Hiebner, 2014).  Regardless of there type 
these barriers tend to derive from cultural norms such as those instilled in individuals from 
collectivistic societies (Han & Pong, 2015; Shea & Yeh, 2008), religious beliefs (Hardy, 2014), 
instilled beliefs and distrusts (Gamble, 1997; González, 2005), and even self-ascribed 
perceptions of mental health and mental health help-seeking (Linsdey et al., 2013).  In many 
cases, attitudinal barriers can have a far greater impact on an individual’s willingness and ability 
to access services, such as those for mental health needs, than can structural barriers (Andrade et 
al., 2014; Bruwer et al., 2011; Sareen et al., 2007).  For Black children and adolescents, 
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specifically, attitudinal barriers like stigma have been identified as “a significant factor in the 
underutilization of mental health services” (González, 2005, p. 251).  Stigma is often cited as one 
of the most pervasive attitudinal barriers to service acquisition and use (Barney, Griffiths, Jorm, 
Christensen, 2006; Choi & Miller, 2014; Corrigan, 2004), though some researchers have argued 
that its impacts are not as profound as previously thought (Golberstein, Eisenberg, & Gollust, 
2008).   
Often cited as self-stigma, the overwhelming effects of negative thoughts and perceptions 
regarding seeking and using mental health services are often difficult to overcome (Alvidrez et 
al., 2008), especially for children and adolescents (Wright, Jorm, & Mackinnon, 2011).  In their 
study on stigma and its effects on perceptions of mental health and mental health help-seeking, 
Alvidrez et al. (2008) found that an overwhelming majority of those interviewed (76%) noted 
that their initial reluctance to seek mental health care was due in part to stigma.  Additionally, 
almost half of the participants indicated that they had little knowledge of mental health issues 
and treatment due to the “the taboo of talking openly about mental illness” (p. 882).  Some 
researchers have noted that the effects of institutionalized racism and continued mistrust of 
mental health professionals due to past atrocities has led to the increased prevalence of stigma 
and self-stigma associated with Black communities (Dempsey, Butler, & Gaither, 2016; 
Gonzalez, 2005).  In addition to the issues related to stigma, González (2005) noted that Black 
children often fail to receive services for mental health concerns because of their parents’ fear of 
being blamed for their issues.  Such experiences with institutionalized discrimination and racism 
among Black communities have led their members to seek alternative services when mental 
health issues arise.  In many cases, individuals have relied heavily on the church and other 
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religious institutions to provide care and support when it is most needed as an alternative to 
formal mental health services (Avent & Cashwell, 2015; Dempsey et al., 2016; Hardy, 2014; 
Holt, Clark, Debnam, & Roth, 2014; Holt, Wang, Clark, Williams, & Schilz, 2013; Plunkett, 
2014).  A recent study, however, noted a growing trend toward the combined services of both 
mental health professionals and religious counseling, the results were particularly significant 
with younger respondents, indicating a possible relaxing of the mistrust of service professionals 
(Hardy, 2014).  
Black adolescents and help-seeking.  In their study of help-seeking behaviors of Black 
adolescents, Lindsey, Chambers, Pohle, Beall, & Luckstead (2013) found that youth participants 
commonly reported that fear of stigmatization from peers prevented them from seeking mental 
health services even when those services were readily available.  A 2014 study of Black 
adolescents experiences with mental health and sought to better understand the facilitators and 
inhibitors of successful use of such services.   Bains’ (2014) exhaustive meta-synthesis of 
literature on Black adolescents and mental health reported that “many adolescents were sensitive 
to the negative implications they perceived and did not want anyone to know they were seeking 
mental health services” (p. 88).  This data could potentially shed light on the disparities that are 
often found in comparisons of help-seeking behaviors between black adolescents and their non-
black peers.  Additionally, Bains (2014) noted that this research could help provide a deeper 
understanding of the processes that Black adolescents undertake when considering whether or 
not to seek necessary mental health services.  
 Highlighting a potentially burdensome barrier for Black adolescents, Lindsey et al. 
(2013) noted that both caregivers and adolescents reported that issues regarding the family, such 
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as those related to an adolescent’s mental health, should be kept within the family.  Their data 
supported previous researchers’ claims of the mistrust the black community has of mental health 
professionals and counselors.  Bains (2014) reasoned that Black adolescents are a particularly 
vulnerable population, with the potential to hold negative perceptions of mental health and 
mental health service providers due to family, community, and culturally held beliefs and 
misconceptions regarding services ranging from mental health to medical and physical health.  In 
her research on Black individuals and the health care system, Gamble (1997) held that “the 
Tuskegee Syphilis Study is frequently described as the singular reason behind African-American 
distrust of the institutions of medicine and public health” (p. 1773).  Gamble (1997) argued that 
the distrust of the medical and the public health systems is not unfounded, citing a storied history 
of exploitation of Black individuals beginning in the early 1800’s and continuing on through the 
late 20th century.  Though many adolescents today have probably never heard of the Tuskegee 
Syphilis Study, Black adolescents are likely experiencing its repercussions daily in their 
inherited distrust of public health systems and health practitioners.  
It is possible that the combination of the inherited distrust of public heath systems, 
negative attitudinal dispositions toward mental health help-seeking, stigma, and systems-level 
structural barriers have worked to prevent many Black children and adolescents from engaging 
in more positive mental health help-seeking behaviors. To better understand the factors that 
impact and influence adolescent mental health help-seeking behaviors, a more formalized 
theoretical framework is necessary.  In seeking a structured framework upon which to 
conceptualize this topic, the Unified Theory of Behavior presented itself as a model that sought 
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provide as thorough an explanation of the myriad of considerations that go into an individuals’ 
decision to perform and actual engagement in a specified behavior.   
Unified Theory of Behavior (UTB).  Jaccard, Dodge and Dittus (2002) drafted the 
Unified Theory of Behavior (UTB) as an amalgamation of multiple theories of behavior and 
social development.  Following a sponsored workshop hosted by the National Institute of Mental 
Health (NIMH) in which theorists and architects related to the most commonly cited social and 
developmental psychology theories and frameworks were invited, Jaccard et al. (2002) derived a 
general framework of behavior which sought to incorporate aspects of The Theory of Reasoned 
Action (Fishbein & Ajzen, 1975), Social Learning Theory (Bandura, 1975, 1986), the Health 
Belief Model (Janz & Becker, 1984; Rosenstock, Strecher, and Becker, 1988), and the Theory of 
Subjective Culture (Triandis, 1972).  Jaccard et al. (2002) claimed, “although the theorists could 
not come to complete agreement, a general framework emerged” (p. 16).   
 Theory of Reasoned Action.  Fishbein & Ajzen’s 1975 Theory of Reasoned Action 
argues as Fishbein (2008) noted, the “explanation and prediction of social behavior assumes that 
people’s behavior follows reasonably from their beliefs about performing the behavior” (p. 835).  
The justification of reasoned action is simply that as individuals interact with the world around 
them, those individuals will automatically form attitudes, values, and beliefs based on perceived 
societal norms which will in-turn influence how that individual will behave (Fishbein, 2008).  It 
is important to remember, as Fishbein (2008) warned, that beliefs, values, and attitudes though 
reasoned could still be irrational, inaccurate, and bias.  Failure to recognize the importance of 
this warning has left some to question Fishbein’s use of the word ‘reasoned’ for the theory.  But 
in defense of his theory, he argued that perspective is quite important, where behaviors viewed 
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from the outside perspective might appear quite irrational, despite appearing very reasonable to 
the individual.   
 Social Learning Theory.  Bandura’s Social Learning Theory came about as an answer to 
the call for the more adequately evaluated systems for understanding human behavior (Bandura, 
1971).  He posited that “theories must demonstrate predictive power, and they must accurately 
identify causal factors, as shown by the fact that varying the postulated determinants produces 
related changes in behavior” (Bandura, 1971, p. 2).  According to Bandura, Social Learning 
Theory is derived as a function of learning by “direct experience,… informative function and 
reinforcement,… motivational function and reinforcement,… cognitive mediation of 
reinforcement effects,… reinforcing effects of response consequences,… [and] learning through 
modeling” (pp. 3-5).  He notes, however, the overarching effects of modeling in shaping human 
behavior as a primary influencer within daily life.  Furthermore, he emphasized the power of 
reinforcement as a factor in social learning and ultimately in an individual’s behavior, but noted, 
however, that reinforcement is not necessary for a behavior to occur, it is merely facilitative of 
the behavior, in that it increases the likelihood of it occurring.  Ultimately, Social Learning 
Theory argues that behavior is learned from the surrounding environment via observation with 
all other influences either facilitating or hindering the likelihood that the model will be 
incorporated or adopted into the individual’s general behavior.  
 The Health Belief Model.  The Health Belief Model (HBM) provides a framework for 
understanding why an individual may or may not participate in health-promoting activities, such 
as help-seeking, exercise, healthy diet, and a variety of other health-related behaviors (Janz & 
Becker, 1984).  The HBM is based on the assumption that any behavior attributed to health 
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outcomes requires the presence of sufficient concern for an individual’s health, a belief that the 
individual is vulnerable to a perceived threat, and the belief that a particular intervention would 
reduce the vulnerability or the perceived threat to the individual, be to ones self or another (Janz 
& Becker, 1984; Rosenstock, Strecher, & Becker, 1988).  Janz and Becker’s (1984) simplified 
explanation of the HBM states that any action related to an individual’s willingness to participate 
in health-related activities requires the individual to perceive themselves susceptible, the 
situation to be severe, the benefits to outweigh the threat and effort, and barriers to be either 
minimal or surmountable.  “The combined levels of susceptibility and severity provided the 
energy or force to act and the perception of benefits (less barriers) provided a preferred path of 
action” (Rosenstock, 1974, p. 332).  However, Janz and Becker (1984) felt that susceptibility and 
severity alone lacked the necessary stimuli to create positive health-related behaviors, noting that 
internal or external “cues to action” were also required to initiate the behavior (p. 3).  Finally, the 
HBM accounts for cultural and systems-level variables that could facilitate or impede health-
related behavior, adding credence to the idea that attitudinal and structural barriers can have 
significant impact on an individual’s health-related or help-seeking behavior. 
 Theory of Subjective Culture.  Triandis (2002) broadly defined culture as that part of the 
environment that is “human-made” (p. 3).  He posited that the human-made aspects of culture 
could be sub-divided into two distinct categories: material and subjective.  Material culture is 
comprised of all physical aspects of human culture; the objects and things that humans interact 
with in their everyday lives, while subjective culture is more of an understanding of a particular 
society’s perception of their own social environment (Triandis, 2002).  The distinction between 
the two concepts can be easily illustrated while walking through an art gallery.  The beautiful, 
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thought-provoking works spread throughout the gallery are examples of the material culture; the 
physical relics of a society.  The thoughts, memories, emotions, and knowledge that allowed or 
inspired the artists to create those works are examples of the subjective culture.  Subjective 
culture encompasses all of the contained knowledge, attitudes, beliefs, values, politics, and 
philosophies of a group of people that is deemed worth sharing with a burgeoning generation.  
 Triandis (2002) argued that the study of culture is fraught with difficulties simply 
because of the sheer complexity of the concept of culture.  Therefore, he offered the Theory of 
Subjective Culture as a strategy for studying culture economically, by placing emphasis on the 
subjective elements of culture.  In formalizing the study of subjective culture, he offered six 
categories of emphasis that research could use as means of categorical association: beliefs, 
attitudes, norms, roles, tasks, and values (p. 6).  Finally, Triandis (2002) cautioned against the 
use of testing instruments that were not culturally specific, and were not validated for the specific 
population, as such procedures are fraught with issues.  Instruments and tests must be culturally 
sensitive, and specific in order to appropriate study the subjective nature of unique cultures. 
 Creating a more unified theory of behavior.  Within the structure of the Unified Theory 
of Behavior (UTB) one can see the obvious roots of its parent frameworks: the Theory of 
Reasoned Action, Social Learning Theory, the Health Belief Model, and the Theory of subjective 
Culture.  Despite the inability of Fishbein, Ajzen, Bandura, Janz, Becker, Rosenstock, Strecher, 
& Triandis to agree on a formalized and unified theory of behavior, Jaccard, Dodge, and Dittus 
(2002) were able to extrapolate from their respective works a theory that incorporated facets of 
each and every framework.  They drew pieces and parts from each and every theorist in order to 
UNHEARD VOICES 
 
32 
obtain a framework that, though not perfect, could capture an explain an individual’s behavior 
based on their intentions and actions. 
 The UTB relied heavily on Fishbein and Ajzen’s (1975) emphasis on the role that beliefs, 
attitudes and values play in an individual’s decision to participate in a particular behavior.  From 
Bandura’s  (1975) Social Learning Theory, the UTB drew its understanding of attitudes and 
expectancies toward behavioral outcomes, as well as the incorporation of knowledge from the 
environment in the form of models of behavior.  Additionally, the UTB found support for the 
role of attitudes and beliefs from Janz, Becker, Rosenstock, and Stecher’s (1984; 1988) Health 
Belief Model, most notably in the direct use of “cues to action” which is argued as necessary to 
initiate a behavior.  Finally, the concept of normative pressures to perform a behavior was 
derived from Triandis’ (2002) Theory of Subjective Culture.  Together these theories and models 
did not create a perfect model, but did provide a valuable model that “articulates the important 
behavioral determinants most amenable to change” (Lindsey et al., 2013, p. 26).  At its core, the 
UTB is divided into two constructs: an individual’s decision to engage in a behavior, and their 
decision to perform the behavior (see figure 1).  The decision to engage in a behavior is 
comprises an individual’s desire to perform a behavior, the individual’s particular level of 
literacy regarding the behavior, any barriers or facilitators that might promote or undermine the 
behavior, “cues to action”, and whether the individual has had previous experience with the 
behavior, sometimes called habitual or automatic processes.  Secondly, an individual’s decision 
to actually perform a behavior is determined by the individual’s attitudes about the behavior, 
expectations about the positive and negative outcomes of engaging in the behavior, any 
normative pressures felt by the individual regarding engaging in the behavior, perceptions of 
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how the behavior will impact the individual’s outward image, “emotional and affective 
reactions” to the idea of participating in the behavior, and the individual’s perceptions of their 
own ability to actually perform or successfully perform the behavior (Jaccard et al., 2002).    
 
 
FIGURE 1. Unified Theory of Behavior (Lindsey, Chambers, Pohle, Beall, & Lucksted, 2013) 
 
 In their research on under-resourced Black youth and their perspectives on mental health 
service use, Lindsey et al. (2013) chose the UTB as the framework of analysis because of the 
comprehensiveness of its behavioral constructs.  The researchers noted: 
Application of the UTB can facilitate the targeting of core processes and underlying 
behaviors regarding youth and family engagement, and other family contextual factors 
influencing service use, including relationships between families and clinicians, and 
families’ sense of self-efficacy, expectations, and attributions regarding mental health 
services. (Lindsey et al., 2013, p. 4)  
The UTB offers a framework for understanding factors that bar children and adolescents, 
especially those from low socioeconomic status, urban communities, or who are from minority 
populations, from receiving the vital mental health services they need, by first examining if the 
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engaging factors are in place that would promote help-seeking behaviors, and then by examining 
the various facilitators and inhibitors that effect actual behavioral outcomes (Olin et al., 2010).  
Lindsey et al. (2013) claimed that the use of the UTB as a framework for identifying and 
analyzing mental health help-seeking behaviors in Black youth is “particularly apropos in that 
identifying the factors most germane to performing the desired behavior (e.g. use of mental 
health services) can enrich the development of intervention strategies to increase the behavior” 
(p. 14).   
 The ability of the UTB to predict behavior based on intentions was studied extensively in 
a series of studies that focused on parent empowerment and youth mental health for minority 
families (Olin et al., 2010; Rodriguez et al., 2011).  Their research utilized the UTB as a frame 
for working with parents to serve as change agents for their children’s mental health care needs.  
They found that through the application of the various constructs of the UTB they were able to 
construct a Parent Empowerment Program (PEP) that built on the behavioral determinants of the 
parents’ ability to identify goals, increase motivational factors, and ultimately enact positive 
change for the mental health well-being for their children.  The UTB was found to be an 
effective theoretical basis for conceptualizing behavioral intentions and actions and thus was 
used to create an effective program for overcoming barriers to positive mental health help-
seeking behavioral intentions for these parents and their children.  
 Together these studies provided evidence for the potential of the UTB in helping 
researchers to gain deeper understandings of the determinants that lead to enacted behavior, 
particular those related the mental health and mental health help-seeking.  The UTB has been 
shown to incorporate a variety of organizing constructs related to both an individual’s decision to 
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engage in a behavior and their decision to actually perform that behavior, however, the research 
has also noted that the UTB is not all encompassing.  Lindsey et al. (2013) noted that they 
identified themes in the analysis of their study that did not fit into the UTB model, those themes 
related to issues with verbalizing the need for help, spirituality as a source of help as opposed to 
more traditional models of help-seeking, and reliance on school counselors and teachers to 
receive help.  The lack of these additional themes should not be looked at as a shortcoming; it 
can be difficult to develop a theory that reaches all facets of the human experience.  As stated 
earlier, Lindsey et al. (2013) claimed the UTB merely to be a model that “articulates the 
important behavioral determinants most amenable to change” (p. 26) with emphasis here on 
‘important behavioral determinants’, meaning that it does not seek to explain all aspects of an 
individuals’ intentions and actions, but merely those aspects that have been determined to be 
most salient.  
 Having identified a theoretical framework that can be utilized to seek a deeper 
understanding of Black adolescents’ decisions about and engagement with mental health 
services, it falls on researchers, and educational and community leaders to find effective ways to 
use such theories to address the rising mental health concerns experienced within our 
communities and schools.  
Unmet Mental Health Needs: Impacts in Communities and Schools 
 It is essential that communities and schools begin to look at the impacts of mental health 
and help-seeking on children and adolescents, especially those individuals from traditionally 
marginalized populations.   Research indicating the potential adverse affects of untreated health 
concerns on academic success of students has placed particular emphasis on the disparities 
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experienced by low socioeconomic groups and racial and ethnic minorities (Kataoka, Zhang, & 
Wells, 2002; Stephan, Weist, Kataoka, Adelsheim, & Mills, 2007).  
In her research on the impact of socioeconomic status on mental health service use 
among U.S. adolescents, Cummings’ (2014) found that “those who live in less affluent counties 
are significantly less likely to receive treatment” (p. 1159).  She offered, as a possible 
explanation of this phenomenon, that beliefs and attitudes towards mental health counseling and 
counseling professionals in less affluent areas has an effect of lowering the supply of qualified 
counseling services due to the diminished demand for and lack of use of those services.  In 
essence, the law of supply and demand becomes a vicious cycle in these communities where 
community members’ learned distrust of these services leads to their lack of use of the services.  
Limited use of the available services in turn leads to lower service availability in the area due to 
the limited demand.  As the cycle continues, those that do seek services are left with limited 
options, overwhelmed service providers, and a variety of other significant structural barriers, 
which serve only to reinforce community members’ beliefs in the lack of professionalism of 
services provided to the community. 
González (2005) argued: 
because of negative past experiences with formal systems of care, the unfortunate reality 
of institutional racism, and the lack of equitable access to social and health services by 
minorities, alternative ways of delivering mental health services to urban children [of] 
color and their families must be sought.  Child mental health services should be located in 
settings where most urban families of color congregate: schools, community centers, 
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churches, settlement houses, pediatric clinics, and recreational centers such as the local Y 
or the police athletic league. (pp. 251-252)   
With so many unmet needs, researchers, parents, teachers, and administrators are left wondering 
how they can better address such needs?  A wealth of recent research seems to indicate that the 
answer lies within youth voice.  
Youth Voice 
 In the grand tradition of educational research and practice, youth voice is just an infant.  
Only in the past 20 years have scholars and researchers thought of and argued for the inclusion 
of youth voice in conversations regarding the academic, social, emotional, and health outcomes 
of youth (Cook-Sather, 2006).  Cook-Sather (2006) noted that it wasn’t until the late 1990’s and 
early 2000’s that the term ‘student voice’ even became part of the standard nomenclature within 
the field of educational research, policy, and practice.  
Children and adolescents often become participants in research studies in their schools 
where a researcher or teacher, in order to determine the effectiveness of one intervention over the 
effectiveness of another intervention, might implement a new teaching intervention, curriculum, 
or testing instrument.  In such cases, students are rarely given the choice whether they would like 
to participate; they are simply chosen because they meet some specific inclusion criterion and 
experimented upon.  The connotation of such research is that these children are not subjects of 
research; they are not individuals with agency and the ability to decide if they would like to be 
willing participants.  Instead children are more commonly viewed as objects of research; they are 
things not worthy of empathy, concern, or voice.   
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However, there is a shift in the perception of child participation in research that is 
occurring in recent research.  More and more researchers have begun citing the UNCRC (1989) 
as a means of validating their position of the rights of children regarding inclusion in research.  
These researchers are placing emphasis on its assertion in Article 12 that all children capable of 
forming their own views have the right to express them (Barber, 2009; Checkoway, 2011; 
Coleyshaw, Whitmarsh, Jopling, & Hadfield, 2012; Greene, 2012; Ellingsen, Thorsen, & 
Størksen, 2014; Fleming, 2013; Shier, 2001; Shier & Hernandez Mendez, 2014; Samuelsson & 
Pramlin, 2009; Sommer, Samuelsson, & Hundeide, 2013; Størksen & Thorsen, 2011; Størksen, 
Thorsen, Øverland, & Brown, 2012).  The recent shifts in orientation point to paradigmatic 
changes that are occurring in the research world, particularly as it relates to the inclusion of 
children and particularly the inclusion of their perspectives in research.   
In her work on child developmental psychology, Greene (2012) stressed the importance 
of recognizing and respecting the “competence and agency” of children, and that by doing so 
research would no longer be conducted on children but instead would be conducted with 
children.  Sommer, Samuelsson, & Hundeide (2013) echoed Greene’s sentiments by 
emphasizing the importance of shifting children from being objects of research to subjects in 
research, placing particular meaning behind the connotation of the latter.  They furthered this by 
specifying the distinction between ‘child perspective’ and children’s perspective’, noting that the 
first represents an adult’s approximation of a child’s perspective, where the latter is “children’s 
own experiences, perceptions and understandings of their life and world (p. 463).  By following 
the recommendations of these researchers and many like them, education, health, and social 
sciences researchers can work to extend agency to children and adolescents and allow them to 
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use their voices to advocate for the things that have meaning and salience to them.  Sommer et al. 
(2013) posited that we must first “[see] the child as a person” (p. 463).  By first recognizing this 
personhood, we can empower children and adolescents to then move forward into opening space 
for the sharing of their perspectives and voice.  Guajardo et al., (2006) reasoned that research and 
policy that lacks youth voice remains wholly ‘one-side’ and fails to recognize the important 
social and cultural perspectives that youth can provide.  Their work has given credence to the 
notion that youth can inform research, policy, and practice.   
In order to effectively inform research, policy, and practice Mitra (2006) presented the 
‘Pyramid of Student Voice’ as a means of conceptualizing the processing of accessing and 
engaging with student voices.  At the bottom of the pyramid is the “most basic form of student 
voice” which is referred to as “being heard” (p. 7).  The second level of the pyramid—a more 
developed level of student voice—describes instances where students and adults collaborate 
together to create change.  Finally, at the top the pyramid efforts are focused on building the 
capacity for shared leadership with youths within the identified setting, be it the school, 
community, or even the home.  Youth are insightful and intelligent, and have the capacity to 
inform so much of the work that is targeted toward them.  Because of their place in schools and 
communities, children and adolescents have first-hand knowledge of the strategies that work, as 
well as insight into those that are bound to fail and why (Mitra, 2006).  It is this expertise, held 
only by youth, which has youth advocacy researchers arguing that educational leaders must 
begin to make to most of youth voices (Leren, 2006).  Though adults can approximate a child’s 
perspective and viable conclusions might result, there is no better source of children’s 
perspectives than children themselves. 
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Mitra (2006) posited that student voice is the process of co-creation of reform and 
change, enacted by students and facilitated by teachers, leaders, and community members.  The 
mutual respect of these voices facilitates the unlocking of knowledge and potential that is 
difficult, if not impossible, to replicate without their voices.  Additionally, Cunningham & Rious 
(2015) maintained that in order to make the most of youth voices, those voices must be tied to 
culturally relevant actions and opportunities for change within the youths’ community.  They 
went on to claim: 
Youth voice can be a mechanism for individuals and communities to express their own 
realities within a larger discourse.  Young people are active producers of knowledge and 
change, and their voices should be more than a token addition to research and applied 
work.  Indeed, young people are not just research participants, but collaborators in 
design, implementation, and dissemination. (p. 86)   
In 2006, Cook-Sather expressed concern with the propensity of mislabeled youth voice work that 
sought only the perspectives of a few individuals from a particular group and labeled those 
perspectives as representative of the entire population.  The misuse and abuse of youth voice by 
a variety of actors has created a need for educational leaders to recognize their role in facilitating 
and lifting youth voices. 
Role of Educational Leaders in Lifting Youth Voices 
 Smyth (2006) claimed that the issue around how to fully attend to those informed voices 
of marginalized youth necessitates urgent review.  In her research on female students in STEM 
academies, Mansfield (2014) identified “the need for education leadership researchers concerned 
with social justice to include listening to students’ voices in their research endeavors to more 
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adequately capture the lived experiences of students as well as promote more inclusive research 
and practice” (p. 393).  To that end, much of her research has argued for educational leaders to 
include student voices in leadership practices as means for fostering positive outcomes in 
academic and social avenues for students, claiming, “too often, youth—especially those 
historically marginalized due to race/ethnicity, gender, and socioeconomic status—are the 
subject of policies rather than actors in shaping policy” (p. 398).  Mansfield (2014) and many 
like her agree that educational leaders must begin to recognize the value to incorporating the 
voices of youth in the research, policy, and practice decisions they make.   
One study, which compared student voice efforts that were formed within schools with 
those formed outside of schools within the community, found that community-based student 
voice groups were better positioned to place the necessary pressure on the school and school 
officials in order to create the change they desired than were school-based student voice groups 
(Angus, 2006).  This apparent lack in the value of school-based student voices presents a point of 
growth that school leaders can work to improve.  Another more recent study showed a similar 
lack of student voices within school settings.  Taines (2014) study of youth and educator activists  
in urban communities found that when asked to fully reflect on whether they included student 
voice in the activities of the school, school leaders overwhelmingly reported that student 
participation in leadership and voice activities were focused on social issues such as clubs, 
proms, and school councils.  These studies and many more like them, illustrate the manner in 
which youth voice is restricted and constricted to a point where students feel disempowered and 
silenced (Angus, 2006; Taines, 2014).   
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Despite the reluctance to incorporate youth voices into educational leadership practices, 
research has been produced to show many of the positive outcomes of such practices.  
Mansfield’s (2014) research and that of many others has time and again reported evidence 
supporting and elucidating the positive social, emotional, academic, and health outcomes 
produced when education leaders truly incorporate student voice into their personal leadership 
practices (Bailis & Shevitz, 2012; Smyth, 2006; Taines 2014), and not simply for social 
activities, but in the fabric of the school’s policies and procedures.  Bailis and Shevitz’s (2012) 
research on service-learning concluded that the inclusion of student voice “increase[d] the 
quality and impact of the service-learning projects” (p. 180), and assisted in overcoming barriers 
that might have prevented the service-learning projects from reaching fruition.   
The incorporation of student voice by educational leaders, researchers, and policy makers 
is offered as an extension of self-reflection intended to improve practice and social justice 
throughout the settings where it is utilized.  By empowering youth to relate personal and 
community perspectives, educational leaders and policy-makers can capitalize on their positions 
to advocate for and catalyze change within the communities they serve (Mansfield, 2014).   
Chapter Summary 
 As described in this review of relevant literature, mental health and mental health help-
seeking are topics of sincere concern within the U.S. and abroad.  The growing prevalence of 
unmet adolescent mental health needs concerns not only mental health practitioners, but 
community leaders, educational researchers, and even youth themselves.  It is with these 
concerns that recent research has called for deeper understandings of adolescent mental health 
help-seeking, especially among urban and Black children and adolescents.  Within recent 
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research, structural and attitudinal barriers have been identified as some of the more salient 
variables that impact adolescent mental health and mental health help-seeking.  But furthermore, 
structured understandings of those concepts are necessary to make positive change that will 
improve the mental health help-seeking of Black adolescents.  
Theoretical applications of the Unified Theory of Behavior have begun to shed light on 
some of the behavioral determinants of mental health help-seeking, but proponents of this 
research caution that the UTB does not always offer a complete picture of the influences at play 
in a child’s life, merely those that are most salient.  Regardless of its shortcoming, the UTB can 
work to help conceptualize a topic that is far larger and more diverse than previously thought.   
Additionally, research has aimed to incorporate a collaborative co-creator design to work 
that empowers youth and community and educational leaders.  It has been noted that research 
and leadership practices aimed at improving adolescent mental health, though prolific, have been 
painfully single-sighted and often fail to capture the voices of those whose insights and 
perspectives could spur the largest changes, with youth voice researchers arguing that the 
perspectives of children and adolescents are difficult if not impossible to replicate by adults.   
The time is now to recognize that the voices of children and adolescents can provide 
invaluable information that is essential for researchers, practitioners, and educational leaders to 
understand the behavioral determinants that lead to positive mental health help-seeking among 
this and other populations in order to make truly informed decisions for how to enact meaningful 
change.   
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Chapter 3: Methodology 
Q methodology is the brainchild of William Stephenson and its beginnings can be traced 
back some 80 years. Though its use was rather limited within the science community for nearly 
50 years, Q methodology has experienced a renaissance within the research world, finding a 
home within the realm of education, health, and social sciences research.  In fact, a cursory 
search of Q methodology in a university search engine produces thousands of results of recent 
studies employing Q methodology to study everything from orthodontic treatment (Yao, Xu, Ni, 
Zheng, & Lin, 2015), to deep-sea ecosystems (Zanoli, Carlesi, Danovaro, Mandolesi, & Naspetti, 
2015), and even sex and intimacy (Perz, Ussher, & Gilbert, 2013).  At heart, Q methodology is a 
truly hybrid research approach combining aspects of qualitative and quantitative research into a 
qualoquantalogical process that systematically studies subjectivity in the simplest manner 
possible (van Exel, 2005).  Q methodology was developed as a means of systematically 
examining subjective phenomena from the internal perspective of the individual or individuals 
being studied (Brown, 1980).   
Q methodology can trace much of its lineage to the statistical tests found in traditional 
methodologies, commonly referred to as R methodologies.  Stephenson gained much of his 
knowledge of mathematics and statistical analysis during his time as an assistant to Charles 
Spearman and later Cyril Burt (Watts & Stenner, 2012).  It is not surprising then that Q 
methodology found its own beginnings in the “methodological foundations of factor analysis” 
(Brown, 1980, xiii).  However, when Stephenson derived Q methodology in 1935, it was 
presented as an inversion of the more typical factor analytic procedures presented by Spearman 
(van Exel, 2005).  As an adaptation to the foundational methods of factor analysis, Q 
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methodology emphasizes a condition where many tests are administered to few participants, as 
opposed to R methodological factor analysis, which tends to administer very few tests to a great 
many participants.  With this adaptation, Q methodology finds value in being able to produce 
valid and reliable statistical results without the need for large participants samples, something 
that can be difficult to do, especially when attempting to analyze very subjective phenomena. 
Despite its foundational roots in more traditional methods and methodologies, Q 
methodology has many unique characteristics that set it apart from R methodologies.  One of the 
more obvious differences between Q methodology and R methodology is in the rejection of 
operational definitions.  Though such definitions are not argued to be wrong, they tend to be 
superfluous in nature and seldom provide useful data upon which researchers can expound new 
knowledge (Brown, 1980).  Q methodology is instead grounded in the concept of operant 
subjectivity by which behaviors or perspectives are argued to be both operant and subjective 
(Brown, 1980).  He reasoned that an individual’s perspectives or viewpoints are personal and 
unique therefore they are subjective, furthermore, because such perspectives and behaviors are 
said to occur naturally within a given situation they are argued to be operant.  Brown (1980) 
noted that operant subjectivity is unique in that there is no emphasis on right and wrong, 
claiming, “there is no outside criterion for a person’s point of view” (p. 4).   Operant subjectivity 
became the basis upon which Q methodology was ultimately founded, and became the self-same 
title for the research journal created and committed to the principles of Q methodology that were 
first crafted by Stephenson.  
In its simplest form, Q methodological procedure involves the sorting of a set of 
heterogeneous statements (Q set) by a group of participants (P set) into a forced distribution that 
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typically ranks from +4 (representing statements most like the participant) to -4 (representing 
statements least like the participant), but can be higher, based on the number of statements in the 
set.  Watts and Stenner (2005) provided detailed information for the various types and shapes of 
distributions noting that flatter more platykurtic distributions are typically utilized in situations 
where participants have been identified as knowledgeable experts on the topic or the topic is 
relatively simple in nature.  Alternatively, steeper more leptokurtic distributions are utilized in 
situations where researchers are seeking to avoid participant anxiety, or if the topic is in regards 
to a particularly complex issue.  The steeper distribution allows participants to place more items 
in the center of the distribution at the neutral designation, in turn reducing feelings of stress or 
anxiety during the sorting process.  
Watts and Stenner (2005) cautioned that while this process sounds reminiscent of more 
traditional tests and scales often utilized in quantitative research, Q methodology differs from 
such tests in its rejection of a priori meanings of items.  In doing so, participants are able to 
attribute their own personal meaning to the selected items and then sort said items based on that 
ascribed meaning, a perspective referred to as a posteriori, where meaning and significance is 
attributed after the fact by the participant.  The primary emphasis of Q methodological research 
is that the observer and the observed are one and the same, helping the focus of the research to 
remain on the participants’ respective viewpoints and not that of the researchers.  McKeown and 
Thomas (2013) supported this notion, claiming that by combining the participant and the 
researcher into one the study works to measure subjectivity without a priori and bias.  
McKeown and Thomas (2013) described the basic steps of a typical Q study as follows:  
Step 1: An issue domain (concourse of communication) is sampled (Q sample). 
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Step 2: Research participants are selected. 
Step 3: Subjectivity is expressed by participants modeling their viewpoints through the 
operational medium of the Q sort.  
Step 4: Analysis of Q sort data consist of intercorrelating the N Q sorts as variables and 
factor analyzing the N x N correlation matrix according to Stephenson’s original 
formulation.  
Step 5: Finally, factor interpretation, that is, the task of distilling the core meanings 
brought to light by the aforementioned technical means, is achieved in terms of 
consensual and divergent subjectivity. (pp. 5-6)  
Beyond its ability to remain close to the subjectivity of individuals, Q methodology is 
touted for its ability to bring to light those voices and perspectives that are so often overlooked, 
underrepresented, and marginalized.  Q methodology provides a platform upon which such 
voices are lifted above marginalization and allowed to be heard, sometimes for the very first 
time.  In their overview of Q methodology, Coogan and Herrington (2011) stated simply “if you 
want to know what ‘points of view’ exist on a particular topic, then use Q methodology, as this 
allows, for the subtle differences to be highlighted as well as the major differences to be seen” 
(p. 28).  
Appropriateness of Approach 
When it comes to conducting research with identified vulnerable populations the Federal 
government has created a specific set of rules and regulations that researchers are held to in order 
to protect individuals who claim membership to these groups.  According to the U.S. Department 
of Health & Human Services (HHS) (1991; 2005), vulnerable populations are those identified as 
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including children and minors, pregnant women, fetuses and human in vitro fertilization, 
cognitively impaired persons, and prisoners.  
 Children fall into one of the particularly unique groups of vulnerable populations since 
regulations set forth by the HHS deem that they are unable to provide consent to participate in 
any research study on their own.  Children and adolescents, in order to take part in any 
Institutional Review Board (IRB) approved research study must first receive consent from their 
parent and/or legal guardian, after which the child or adolescent is then asked to provide assent 
as to whether or not they would like to participate in the study.  Schwenzer (2008), while 
stressing the importance of protecting the vulnerable nature of children and adolescents in 
research practices, cautioned over-protection stating, “restricting children’s participation is 
research is not appropriate, because their participation is necessary to develop new treatments 
and prevention methods that will benefit children, and to protect children from untested 
potentially harmful practices” (p. 1344).  Thorsen & Størksen (2010) supported this notion, 
asserting that the unforeseen risk of the overprotection and under-representation of vulnerable 
populations’ participation in research is the lack of essential and valuable knowledge that helps 
inform best practices and interventions designed to help those very same populations.  
Furthermore, restricting children from having active and informed participation in research 
denies them the agency, autonomy, and personhood that the United Nation Convention on the 
Rights of the Child (UNCRC) (1989) guarantees to each and every child.    
Children as Subjects in Research vs. Objects of Research 
In the research world, in general, children have been viewed as objects of research as 
opposed to subjects in research.  It is likely that this declassification of personhood is a result of 
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an over-extension of the protections created by the U.S. HHS (1991; 2005) regulations regarding 
the inclusion of vulnerable populations in research studies.  HHS 45 CFR 46.407 provides 
guidance to IRBs regarding procedures, consents, and risks when conducting research with 
children and adolescents.  Because of the vulnerable nature of children and adolescents, some 
researchers opt to exclude them from their studies altogether, choosing instead to obtain data 
about them from secondary sources, such as caregivers or through observation (Størksen & 
Thorsen, 2011).  The exclusionary nature of some more traditional research methodologies has 
led researcher to seek alternative methods for including children and adolescents in research 
studies in a manner that both protects their vulnerable nature, but also gives power to the 
perspectives and voices that they have to share.  No longer should children be relegated to mere 
objects in research projects—relegated to the side—to be studied by outsiders.  Children and 
adolescents must be viewed as having agency and insight into their own lives, needs, and wants.  
Furthermore, research methodologies must be adapted in order to better facilitate the sharing of 
this valuable information.  
Q methodology is presented in this argument as the means for facilitating the sharing of 
children and adolescents’ subjective perspectives on any particular topic of interest. Q 
methodology and its associated sorts, when crafted and administered with fidelity, allow children 
and adolescents to express themselves and articulate their viewpoints in ways that are not 
commonly attainable through more traditional methods of research.  Størksen and Thorsen 
(2011) noted that children rarely are able to participate in traditional research regarding 
adjustment, behavior, or health, indicating instead that the majority of data related to children 
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and children’s function typically comes from parents, caregivers, or research observers.  Watts 
and Stenner (2012) noted: 
The viewpoints of experts possess an objective, and almost third-person, quality that 
immediately suggests their worth and value. The viewpoints of the layperson, on the 
other hand, can easily be dismissed as too subjective, biased and unreliable to command 
serious consideration (p. 175).    
In such cases, the caregivers alone are seen as the experts in regards to the health, behavior, and 
overall function of children and adolescents, and the children’s views are dismissed easily as lay 
and meritless or without value.  This process exemplifies the common theme in research, 
especially as it relates to children and adolescents, where objective data take precedence over 
subjective views and perspectives.  
However, socially constructed barriers are not the only thing standing in the way of 
children and adolescents’ active participation in research.  Ellingsen, Thorsen, & Størksen (2014) 
in their research on the children’s experiences found that children often find it difficult to speak 
to strangers about sensitive topics, especially those related to personal experiences.  Therefore, 
the process of sorting statements, such as those associated with Q studies, provides children and 
adolescents with the ability to express themselves and their viewpoints in a manner that is not as 
threatening as other research methods might be perceived.   
Another study of Dutch children’s perceptions of health care found that the Q sort 
process allowed adolescent participants to express themselves openly about their views and 
perspectives (Jedeloo, van Staa, Latour, & van Exel, 2010).  In their own work, Ellingsen et al. 
(2014) reported, “the children expressed the Q sorting as engaging and a good way of taking part 
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in research” (p. 7).  Continually sourcing engaging and accessible ways for children and 
adolescents to participate in research is essential to the growth of both the individual and the 
research.  In his influential piece, A Match Made in Heaven: A Marginalized Methodology for 
Studying the Marginalized, Brown (2006) noted, “[t]o be marginalized is to be ignored or not 
taken into account, and this results in a failure to achieve potential in both the individual and 
society” (p. 362).  Children and adolescents, due to their lack of agency, are clear examples of 
Brown’s marginalized groups.  He went on to state: 
Properly employed, [Q methodology] remains close to the experiences of the poor, the 
disempowered, the despairing, taking as its raw materials the thoughts and feelings of 
these individuals, as expressed in their own words, which, when submitted to statistical 
analysis results in factors of operant subjectivity. These factors, in turn, place the policy 
scientist in a position to offer more informed advice and to be more helpful than would 
otherwise be the case (Brown, 2006, p. 378).  
A variety of recent studies have shown just some of the various applications for Q 
methodology with children and adolescents, providing a growing body of support for Q 
methodology as a valid and appropriate means for accessing the unique and often overlooked 
views of children and adolescents (De Mol & Buuysse, 2008; Jedeloo et al., 2010; Lai et al., 
2007; Prabakaran, Seymour, Moles, & Cunningham, 2012; Størksen et al., 2012; van Exel, de 
Graaf, & Brouwer, 2006).   
van Exel et al.’s (2006) study of Dutch youth between 12 and 15 years of age utilized Q 
methodology as a means of accessing invaluable information about teens’ attitudes toward 
healthy lifestyles.  The study found that, in general, teens reported little interest and little 
UNHEARD VOICES 
 
52 
knowledge regarding healthy lifestyles and living.  The authors noted, “knowledge of their own 
health is, we hope, a first step towards decelerating the ‘runaway weight-gain train’”(van Exel et 
al., 2006, p. 2637).  Additionally, the authors reported that the youth participants in the study 
enjoyed the study and found the methodology to be interesting and appealing.  
 Lai et al. (2007) used Q methodology to examine fatigue reported by adolescents with 
cancer because of the subjective nature of the phenomenon, which the authors describe as “self-
referenced” (p. 443).  Their study, which focused on patients between 12 and 18 years of age, 
sought to better understand cancer related fatigue from those who experience it in order to 
inform practice and create a more accurate means of assessing cancer related fatigue among 
children and adolescents.  
 In their 2008 study of parent-child relationships, De Mol and Buysse used Q 
methodology as a means of showing the interconnectedness of children’s agency in their 
interactions with their parents.  Their research provided supporting evidence for the reciprocal 
nature of the parent-child relationship.  De Mol and Buysse (2008) noted that the specifics of 
their research “requires a methodology that is designed to investigate variety and diversity in 
understandings within a particular culture” (p. 363).  Q methodology was chosen because of its 
ability to elicit a multitude of unique perspectives on parent-child relationships, allowing them to 
uncover an interesting disconnect in the attribution of influence as perceived by children and 
their parents.  De Mol and Buysse (2008) found that children’s influence was mostly absent from 
parent’s attribution among the factors.  The researchers noted that this is likely indicative of a 
greater societal issue with acknowledging children’s agency and influence in society.  This study 
presented further support for the notion that Q methodology is not only appropriate for use with 
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children but should be recommended as a methodological consideration in future research 
initiatives that seek to understand the perspectives of children and adolescents.  
 The work of Jedeloo, van Staa, Latour, & van Exel  (2010) looked at the perception of 
chronic health conditions of adolescents between 12 and 19 years of age.  The researchers 
emphasized that the opinions of children and adolescents are rarely considered in regards to 
health services.  Jedeloo et al. (2010) noted “a majority view does not represent the variability of 
health care-related priorities and preferences among adolescents” (p. 594).  Because of the 
emphasis on the variety of unique views and perspectives regarding health care and chronic 
conditions, Q methodology was an obvious option for the methodology of the study.   
 The common theme among these studies and many more like them is that children and 
adolescents have myriad perspectives on myriad topics.  Brown (2006) described Q methodology 
as “a marginalized perspective for studying the marginalized”(p. 361), a concept that can easily 
be attributed to children and adolescents, especially those with mental health concerns.  
Furthermore, he goes on to claim that the knowledge sought on a particular topic of interest 
exists within the concourse of communication; one needs only ask to participate in the 
concourse.  Sadly, children are often prevented or left out of the concourse of communication 
regarding topics that have importance to them because their views are not recognized for their 
merit or value.  
Studies like those listed above and many more like them, represent positive steps toward 
the recognition of the validity in the perspective that children and adolescents have to offer to the 
world of research.  Furthermore, studies like the ones listed above provide justification for the 
use of Q methodology in this research study. 
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Research Question 
 What are the various shared perspectives held by Black adolescents regarding their 
decisions to seek mental health services in urban communities? 
Development of the Research Instrument and Q Sample 
Research Instrument.  The Concourse Open-Ended Interview Questionnaire (COEIQ) 
(see Appendix A) was created based on the two core constructs of the Unified Theory of 
Behavior: the decision to engage in a specified behavior, and the decision to perform a specified 
behavior.  The COEIQ was designed to elicit natural responses based on the theory and the 
aforementioned research question in order to sample “the infinite nature of the concourse” 
(McKeown & Thomas, 2013, p. 18).   
Q Set.  From these elicited, natural statements, a final sample, referred to as the Q set, 
was drawn that served as a representation of the entire concourse of communication on the topic 
of interest (McKeown & Thomas, 2013).  A structured process was used in designing the Q set, 
based on Fisher’s (1960) balanced-block approach (see Appendix B).  Statements gained from 
the COEIQ were divided initially based on their placement in either of the two core constructs of 
the Unified Theory of Behavior; this will be further discussed below in Concourse Development.  
Statements were then further sorted based on their placement in the subcategories of each 
construct.  Finally redundant or overlapping statements were edited out of the list.  The initial 
aim was to create a larger than necessary number of Q set items (Watts & Stenner, 2012), which 
was piloted among colleagues and content specialists who assisted in identifying items that were 
nonsensical, redundant, or unnecessary.  Initial estimates included as many as 50 statement 
items, but given that the participants in this study are children and adolescents, the number of 
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statements was reduced to be more appropriate for the participants.  The final Q set was 
comprised of 36 unique statements (Appendix C).  Watts and Stenner (2012) noted that it is well 
reasoned to reduce the number of statements when working with children and adolescents in 
order to limit the taxing nature of the sorting process.  Piloting and editing of the Q set was 
considered complete once the set could reasonably be considered “broadly representative of the 
entire opinion domain” (Watts & Stenner, 2012, p. 63).  
Participants (P-set) 
Thirty volunteer students, self-identified as Black, African-American, Black/Africa-
American, African-American and White, and Haitian, between the ages of 12 and 17 years old 
took part in phase two of this study, these individuals are referred to as the P set.  These students 
were all enrolled full time in either a public middle or public high school in an identified urban 
community.  In more traditional or R research methodologies the methodologists take 
considerable care with the choice and inclusion of each particular and independent variable 
within their studies, the same can be said for the inclusion of participants in a Q study.  Watts 
and Stenner (2012) noted, “each participant in a Q study becomes a variable” (p. 70), and as 
such, careful and strategic participant recruitment is fully legitimate and essential for expressing 
unique perspectives.  Therefore, participants were screened for inclusion in the study to ensure a 
wide variety of perspectives were captured in the Q sorting process.  The P set included both 
male and female students from grades 6 through 12, as well as students who have and have not 
sought or used any type of traditional or non-traditional counseling service at present or in the 
past.  The goal was to include a broad assortment of potential perspectives in the sorting phase of 
the study.  Groups were not disaggregated or identified by any particular group membership 
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during the sorting process in order to retain the anonymity of the information they provide.  Due 
to the possibility that some participants might not be comfortable being identified as having 
sought or needed counseling services in the past; all participants completed the sorting process 
together with no segregation of particular groups due to any specific membership.  
Site Selection 
 Though youth participants were asked to reflect on their experiences within their 
community and the school setting, schools were not chosen as the site for this study because of 
the limits to access that are imposed by school districts, as well of the limits of time imposed by 
the standard school day.  Therefore, it was decided that youth participants would be recruited and 
accessed within their own communities via youth serving organizations, and existing community 
connections.  Such organizations included after-school programs, youth athletic leagues, and 
even religious institutions.  Because of the nature of these organizations, there was more 
flexibility in access and time for the study to occur.  
For both phase one (concourse development) and phase two (Q sorting) of the study, 
participants were recruited from youth serving organizations located in urban communities in 
Northeast Florida.  Some research has shown that urban areas more commonly lack mental 
health services and typically have a more concentrated population of Black youth whom are 
more likely to experience both structural and attitudinal barriers to mental health service use 
(Copeland, 2006; Hurd, Stoddard, & Zimmerman, 2013).   
Data Collection 
Concourse Development.  Participants submitted responses to a brief short-answer 
questionnaire survey referred to as the Concourse Open-Ended Interview Questionnaire 
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(COEIQ) (Appendix A).  The COEIQ was designed to elicit responses from volunteer 
participants regarding their decision to seek counseling services and their decision to use 
counseling services.  The four-question COEIQ was theoretically based on the Unified Theory of 
Behavior (UTB) with the first and second questions addressing the UTB’s construct regarding an 
individual’s decision to seek mental health services, and the third and fourth questions 
addressing the UTB’s construct regarding an individual’s actual use of such services.  For the 
purposes of developing the concourse, adolescents between the ages of 12 and 17 years old were 
recruited from various youth serving organizations located in urban communities to respond to 
the COEIQ in a brief in-person forum held at the location of recruitment.  Inclusion in the 
concourse development was limited only by age; all participants were between the ages of 12 
and 17 years old, however individuals or multiple ethnicities and races were included in this 
phase.   
 Recruitment letters (see Appendix D) were placed at youth serving organizations located 
in urban communities.  The letter detailed the purposes of the study as well as how interested 
participants and their legal guardians should contact the researcher for inclusion in the study.  
Parents and guardians of all interested volunteer participants were briefed as to the purposes of 
the research study, the means of securing all anonymous data, what their child would be asked to 
do, any risks and benefits to theirs and their child’s participation, as well as the duration of their 
child’s participation in the study.  Parents and guardians were encouraged to ask questions 
throughout, after which consent forms were provided to the parents and guardians (see Appendix 
E & F).  
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 After receiving consent, volunteer participants were asked to move to the study space.  In 
the study space, the volunteer participants were again briefed on the purposes of the study, and 
were informed that they can choose to participate or not without worry of any negative 
repercussions.  All participants were asked to sign an additional consent form noting that they 
would like to volunteer to participate in the study in order to continue.  Once consent was 
received, participants were provided the Concourse Open-Ended Interview Questionnaire 
(COEIQ) and informed that they were to fill out as much or little information on the 
questionnaire as they felt comfortable.  Volunteer participants were informed that they could ask 
questions of the researcher regarding the instrument as necessary and use as much or little time 
as they felt necessary to complete the questionnaire.  After completion of the COEIQ, 
participation in the study was considered complete and the participants were informed they could 
leave.  
The Q Sort.  Participants sorted 36 statements items, the Q set (see Appendix C), on 
mental health and help-seeking behaviors, printed on 2-inch by 2-inch index cards into a forced 
distribution ranging from “Least like what impacts my decision to seek mental health 
counseling” to “Most like what impacts my decision to seek mental health counseling” 
(Appendix H).  The statements were sorted into a quasi-normal, forced distribution, ranging from 
-4 (least like) to +4 (most like).  
 Participants began by completing all necessary consent documentation.  Thusly, 
participants returned signed consent forms, which were authorized by their parent or legal 
guardian, whom were in attendance at the site at the time of the sort, but were asked to wait in an 
additional space with snacks and refreshments provided.  Participants then provided their 
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signature confirming their own consent to voluntary participation in the study.  After all 
documents were collected and stored participants were informed that at any time should they 
choose to end their participation in the study they can leave without fear of repercussion.  
Participants were briefed on the purposes of the study, any potential risks or benefits attributed to 
their participation in the study, as well as how the sort will be conducted.  Once all participants 
were comfortable and ready to begin the sorting was started.  
Participants were provided a blank forced distribution sheet (Appendix G) that ranged 
from -4 to +4.  Each participant was then be given a full set of the statement items printed on 2-
inch by 2-inch index cards with a random number attributed to each item.  These numbers were 
consistent for all sets.  Participants then sorted the statements based on the condition of 
instruction: What impacts your decision to seek mental health counseling?  Participants were 
instructed to begin the sorting process by separating the cards into three piles at the top of their 
workspace by reading the statement on each card and deciding if they feel that the statement is 
like or unlike their decision to seek mental health counseling, or if they were unsure, or 
indifferent toward the statement.  The first pile (located to the far right of their workspace) was 
for statement items that the participant felt were MOST LIKE THEIR DECISION TO SEEK 
MENTAL HEALTH COUNSELING, the second pile (located to the far left of their workspace) 
were for statement items that the participant felt were LEAST LIKE THEIR DECISION TO SEEK 
MENTAL HEALTH COUNSELING, and the final pile (located in the middle of their workspace) 
were for statement items that the participant felt indifferent, unsure of, or neutral toward.  Next, 
participants were asked to take only the first pile (located to the far right of their workspace) and 
reread each statement and begin to place the statements into the forced distribution based on how 
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much the statement is like their decision to seek mental health counseling, with those statements 
most like them filling in the spaces with the largest positive number, and working toward the 
center neutral.  Once complete with pile one, participants repeated the process with pile two 
(located to the far left of their workspace) by rereading and sorting the statements based on how 
little the statements are like their decision to seek mental health counseling, with those 
statements least like them filling in the spaces with the largest negative number and working 
toward the central neutral.  The participants then sorted the third pile (located in the middle of 
the workspace) by rereading the statements and filing in the remaining spaces in the distribution.  
Participants were then be asked to reread the entre sort and determine if there were any 
statements that needed to be moved around or if they were pleased with the placement of all of 
the Q set statement items.  Once the participants were satisfied with the placement of all the 
statement items in the distribution they were asked to transpose the numbers on the cards to the 
provided forced distribution sheet to represent their completed sort (see Appendix G) and then 
turn to the Post Sort Questionnaire (PSQ) to answer a few short questions (see Appendix H).  
The PSQ was designed to capture valuable demographic information necessary for completing 
the interpretation process.  The PSQ however did not ask for names in order to maintain the 
anonymity of the data.  Participants were asked to fill in their age, their ethnic background, their 
grade level, and their gender.  Participants were not provided tick-boxes for these demographic 
data items, and instead were allowed to “self-categorize”, which, Watts and Stenner (2012) 
noted, “is in the spirit of Q methodology in the sense that it tends to increase the quality and 
personal detail of the information provided” (p. 75).  Additionally, participants were asked if 
there were any additional items that they would have wanted to include in their own set of 
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statements and why, any items that they would like to comment on or which they did not 
understand or found confusing, to provide an explanation for the two statements that they placed 
in the far extremes of the distributions, and finally to describe any interactions that they have had 
with Mental Health Counseling prior to this study.   
Sorting Process Dialogue Interviews.  The sorting process dialogue interviews occurred 
at the end of the sort process as the participants finished their sorts via the PSQ.  As noted above, 
participants were asked to describe, their decision-making process, as well as to elaborate on 
specific choices that were placed at the peripheries of the distribution.  This data was not used as 
part of the analysis but aided in the interpretation of the factors post-analysis.  Sorting process 
dialogue interviews have been found to be helpful in understanding issues of particular salience 
to participants (Watts & Stenner, 2012), and though not factored into the analysis of the data 
matrix, the additional qualitative data provide a helpful understanding to the researcher while 
crafting the interpretation and significance of the derived factors.  
Data Analysis 
Correlations.  For the purposes of this study, with an n of 30, the participants associated 
sorts were correlated, one to another, in order to produce a 30 x 30 matrix (see Table 1).  The N x 
N matrix was factor analyzed via PQMethod software (Schmolck, 2015), using Principal 
component factor analysis, which will be described in further detail below.  The correlation 
matrix derives from  “the intercorrelation of each Q sort with every other sort”, and includes “all 
the viewpoints [the] participants have produced” (Watts & Stenner, 2012, pp. 97-98).  This 
correlation is completed through the use of Pearson product-moment correlations where by each 
of the N sorts are correlated to every other sort using the following equation: “rxy=1-d2/2N2, 
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where N = [36] statements, 2 is the variance of the Q sort distribution, and d2 is the sum of the 
differences in the statement scores between the two Q sorts” (McKeown & Thomas, 2013, p. 
50).  Because each sort is correlated to every other sort, the matrix has the unique advantage of 
including all of the variability within the study; in essence, the matrix displays 100% of the study 
variance (Watts & Stenner, 2012).  Additionally, sorts were correlated to determine the degree to 
which each and every sort resembles the composite array; this is commonly referred to as factor 
loading (McKeown & Thomas, 2013).  For this study which used 36 statements, the standard 
error for a zero-order factor loading is calculated as SE = 1/√N.  In this formula, N represents the 
number of statement items and is therefore calculated as SE = 1/√36 = 0.167.  According to 
McKeown and Thomas (2013), factor loadings that are higher that 2.58(SE) are to be considered 
statistically significant at the .01 level.  In the case of this study, any loadings in excess of 
2.58(0.167) = ±.43 would be considered statistically significant.  
Factor Extraction.  When conducting factor analysis and extraction, the Q 
methodologist has two methods to choose from for the purposes of factor analysis within a Q 
study, Principal component analysis, and Centroid factor analysis.  In general, either method is 
positioned to provide the Q methodologist with sufficient data upon which to base 
interpretations.  Additionally, the results of principal component analysis and centroid factor 
analysis are likely to be very similar, because of this, the decision over which method to use for 
the purposes of analysis is purely theoretical (Watts & Stenner, 2012).  Principal component 
analysis is know for its ability to create a “mathematically best solution”, which Watts and 
Stenner (2012) argued, “deprives [the researcher] of the opportunity to properly explore the data 
or to engage with the process of factor rotation in any sort of abductive, theoretically informed or 
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investigatory fashion” (p. 99).  While the simplicity of the single best solution present with 
principal component analysis can draw appeal with many methodologists, it has been argued that 
the benefits of extracting and rotating factors via a theoretically driven understanding of the data 
because of the ability to interact with the data in a far more interpretive manner than one would 
experience when merely relying upon the ideal mathematical criteria of the principal component 
analysis (Brown, 1980).  Watts and Stenner (2012) were not shy in voicing their opinion that 
centroid factor analysis is the preferred method of Q methodologists for factor extraction.   
 PQMethod software (Schmolck, 2015) was used to analyze the data gathered from the Q 
sorts.  Schmolck (2015) described PQMethod as: 
[A] statistical program tailored to the requirements of Q studies.  Specifically, it allows 
[one] to easily enter data (Q-Sorts) the way they are collected, i.e. as 'piles' of statement 
numbers.  It computes intercorrelations among Q-Sorts, which are then factor-analysed 
with the Centroid or, alternatively, PCA method.  Resulting factors can be rotated either 
analytically (Varimax), or judgmentally with the help of two-dimensional plots.  Finally, 
after selecting the relevant factors and 'flagging' the entries that define the factors, the 
analysis step produces an extensive report with a variety of tables on factor loadings, 
statement factor scores, discriminating statements for each of the factors as well as 
consensus statements across factors, etc. (p. 1) 
The task of determining how many factors to extracts from the data is not one to be taken lightly, 
and as with the analysis, there are multiple methods a Q methodologist might employ in 
determining how many factors to ultimately extract.  Eigenvalues, Brown’s magic number seven, 
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and even “feel and experience” are all considered acceptable means of decision making 
regarding factor extraction within Q methodology (Watts & Stenner, 2012, p. 106).   
Eigenvalues are calculated by adding up the squared loadings of all the identified sorts on 
a particular factor, or “EV on Factor 1 = (Q sort 1 loading on Factor 1)2 + (Q sort 2 loading on 
F1)2 + (Q sort 3 loading on F1)2 + … (Q sort N loading on F1)2” (Watts & Stenner, 2012, p. 
104).  When using eigenvalues for the factor extraction, factors that test with eigenvalues of less 
than 1.0 are considered to be non-significant because they account for less variance than is 
represented by a single sort, those with a value of 1.0 or higher are considered significant and to 
represent the variance reported by more than a single sort (Watts & Stenner, 2012).  Eigenvalues 
are widely regarded as the most commonly used criterion for decision making regarding the 
number of factors to extract, though it is not the only method for doing such (Brown, 1980; 
Watts & Stenner, 2012).  
The former default setting of PQMethod would extract seven factors, considered by 
Brown (1980) to be a magic number, however recent versions of PQMethod now extract eight 
factors under the default settings.  Brown (1980) noted that drawing more factors than one 
expects will be significant because even insignificant factors might contain portions of the 
variance that will improve in the loadings of larger factors.  Furthermore, it has been argued that 
in the same grain of debates regarding centroid factor analysis versus principal component 
analysis, the debate over whether it is better or more acceptable to use eigenvalues as opposed to 
more theoretical considerations for factor extractions is likely to produce very similar results.  
Watts and Stenner (2012) cautioned that the varying methods for determining the number of 
extracted factors do not need to be viewed as hardened rules outlined for the appropriate 
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extraction of factors, but instead as helpful guides in decision making processes.  However, they 
recognized that for those seeking to stick to theoretical bases that the idea of leaving decisions 
regarding factor extractions solely up to feel and experience can be difficult, especially for 
novice Q methodologists.  Therefore, Watts and Stenner (2012) offered one final suggestion, “try 
extracting one factor for approximately every 6-8 participants in your study” (p. 107).  That 
being said, with 30 participants in this study, extraction of five factors is considered appropriate.  
Watts and Stenner’s suggestion coupled with significant eigenvalues, provided sufficient warrant 
for the extraction and eventual rotation of the associated factors.  
Factor Rotation.  Factor rotation begins by first mapping the loadings of the extracted 
factors into what Watts and Stenner (2012) referred to as the “concept space” (p. 114).  The 
mapping of factors into the concept spaces provides for visual analysis of the agreement of any 
two or more Q sorts.  In short, Q sorts that fall relatively close together in the concept space can 
be assumed to share similar viewpoints (Watts & Stenner, 2012).   
In order to exemplify this point, first imagine a room of drawing students standing in a 
circle around a figure model that they have all been asked to draw.  All of the student in the room 
can be said to be drawing the same thing; the figure model.  However, due to each student’s 
particular location in the room, the perspective of the model that each student sees is going to be 
slightly different.  For instance, one student might only be able to see the back of the figure 
model, while the student directly opposite might only be able to see the front of the model.  Now, 
a student standing directly to the left or the right of the first student can also see the back of the 
model, but as well can see some of the model’s face from an slight angle, therefore, this student’s 
drawing will differ slightly from that of the first student.  Now, imagine for a moment that the 
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model left the room before the professor arrived.  It is reasonable to believe that by examining 
the drawings of the various students around the room, the professor will begin to get a clearer 
picture of the entire scope of the model.  As the professor of the class walks around, she will 
notice that students that are closer together will have drawings that will focus on much more 
similar parts of the figure model, while students that are further apart will have drawings that 
focus on less similar parts of the figure model.  
This analogy is an excellent way to understand the mapping process of Q sorts.  Those 
sorts that group closer together in the concept space represent similarities in perspective, just as 
the drawings of students that were closer together appeared similar.  Watts and Stenner (2012) 
emphasized, “within the concept space—physical separation—really is indicative of differences 
in viewpoints” (p. 115).  The mapping of Q sorts in the concept space means that the factors 
represent an ideal agreement or average between a number of sorts, in doing so the factor itself 
will not tend to align with any particular sorts on the map.  Therefore, factor rotation is used to 
create such an alignment between completed sorts and an extracted factor.  For this process an 
orthogonal rotation is used in order to keep the factor axes at 90-degree angles to each other 
(Watts & Stenner, 2012).  In regards to our drawing class analogy, factor rotation is merely the 
movement of the professor around the room to examine the shared perspectives of particular 
groups of drawing students as they have perceived the figure model.  After a few rotations, and 
alignments with factor groups, the professor is likely to have a very clear idea of how the figure 
model looked.  Additionally, by rotating factors and aligning them with clustered groups of 
similar Q sorts, a researcher is better able to understand the particular viewpoints of the clustered 
groups and can then create a fuller picture of the issue or topic that is being discussed.  
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In order to rotate factors effectively, Q methodologists can choose from two methods: by-
hand rotation and varimax rotation.  Varimax rotation is very common within Q studies because 
of the ease of use of the method, which is done statistically via various analytic software 
programs.  The goal of varimax rotation is to provide a rotation solution that explains the 
maximum amount of study variance; in essence, it provides a single best solution for rotation 
(Watts and Stenner, 2012).  While varimax rotation is seen as a reliable source of objective 
rotation, Brown (1980) and Watts and Stenner (2012) argued that it lacks the emphasis on the 
“substantive reality” that is the bedrock of Q methodology.  
In contrast to varimax rotation, by-hand rotation, often referred to as theoretical rotation, 
is favored by Brown (1980) and others because of its ability to focus the attention of the rotation 
on a particular Q sort or sorts that might have particular salience during interpretation. While it is 
possible that varimax rotation might include such valuable viewpoints in its rotation, it cannot be 
guaranteed to occur, and thus is considered by some to be a less desirable option for rotation.  
Varimax rotation, by its nature is designed to focus on the most common or predominant 
viewpoints, but oftentimes within Q studies, it is the marginalized viewpoints that provide the 
greatest substantive reality to the study’s analysis and interpretation.  In our drawing student 
reference, if the professor was trying to determine who the model was, it might be important to 
rotate to a drawing that focused on the model’s face, or a particular feature that is unique to that 
individual, even if only one student had focused on this area.  Many students might have focused 
on the model’s back or shoulders, but if there were no unique details among their drawings, the 
professor might still struggle to figure out the identity of the model.  Varimax rotation in essence 
focuses on the best-case solution, but can often miss the nuanced, detailed information that helps 
UNHEARD VOICES 
 
68 
elucidate valuable information.  Brown, (1980) stressed that when intuition and “other subjective 
factors” are included in determination of rotation of factors there is the possibility of the 
expansion of knowledge.  It is however noted, with regards again to novice and inexperienced Q 
methodologists, a theoretical basis for rotation might be overwhelming and confusing, providing 
validation for choosing Varimax rotation.  
Interpretation 
 In attempting to interpret resultant data from any Q study, Watts and Stenner (2012) 
claimed that the primary concern of such interpretation is to establish a “whole viewpoint”.  This 
whole viewpoint is based in the holistic principles of Stephenson’s original work.  However, 
before the extensive work of interpretation begins, it is essential, from the theoretical 
perspective, that a factor array is built for each extracted factor.  In essence the factor array is 
merely a completed Q sort representing the z scores of the associated factor.  It is the 
amalgamation of the viewpoints of all the Q sorts that happen to comprise that particular factor.  
Upon completion, the factor array provides “a sense of what a 100% of perfectly loading Q sort 
might actually look like” (Watts & Stenner, 2012, p. 141).  The importance of creating factor 
arrays is due to the need to convert data back into the form that it was captured; assisting the 
researcher in interpreting the factor from a theoretical perspective as opposed to a statistical one 
(Brown, 1980; Watts & Stenner, 2012).  Additionally, this process allows for the “natural 
acknowledgement of … holism” that Stephenson emphasized.   
As Watts and Stenner (2012) described, “a finished factor interpretation should aim … to 
provide a plausible hypothesis of best possible theoretical explanation of the relevant factor 
array” (p. 41).  The process of factor interpretation is one that relies on abductive reasoning, a 
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mirror to deduction, abductive reasoning is the process of gathering the information or facts first 
and then working to create a theory the most simply explains those facts (Watts & Stenner, 
2012).  During the interpretation process, it is vital that items ranked at the peripheries of the sort 
be paid special attention, especially in the manner in which they fall in contrasting factors, but 
Watts and Stenner (2012) cautioned against ignoring or overlooking the importance of items that 
consistently rank natural throughout multiple factors.  Furthermore, they stressed that researchers 
should not forget that all items, regardless of placement are relevant and ranked in a particular 
location for a reason.  All of these vital pieces of information help to add to the story that is told 
in the interpretation of the factor, it is not merely an explanation of like and dislikes lumped at 
the poles of the distribution, but, as Stephenson intended, a holistic understanding of a gestalt 
viewpoint.  
 The process of interpreting the data output provided by PQMethod can feel daunting at 
times, especially considering the scale of the statistical output that is provided after analysis.  
However, the process is actually rather straightforward and manageable.  Watts and Stenner 
(2012) strong suggested, especially for the novice Q methodologist, the introduction of the crib 
sheet system of interpretation.  The crib sheet system utilizes the factor arrays provided as output 
through PQMethod to analyze each factor systematically and methodically.  By doing so, they 
noted that one could create interpretations that could “be applied consistently in the context of 
each and every factor, and help the researcher to deliver genuinely holistic factor interpretations” 
(p. 150).   
 A crib sheet was created for each factor and was composed of four distinct sections 
drawn from the factor array (see Appendix I).  The first section was statements from the factor 
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array that ranked at the highest level.  In the case of this study, statements were ranked on a 
continuum from -4 to +4.  Therefore the first section of the crib sheet included the two 
statements from the factor that were ranked at +4.  The next section of the crib sheet was 
statements that ranked higher in this factor than in any other factor.  The third section of the crib 
sheet focused on the statements that ranked lower in this factor than in any other factor.  Finally, 
the fourth section was comprised of the two statements that ranked at -4.   
 After completing the cribbing process, Watts and Stenner (2012) warned of missing vital 
information by failing to see the importance of statements placed in the middle of the sort at the 
rank of zero.  They noted that one should not consider a rank of zero to mean neutrality, but to 
review the statement in reference to the whole picture.  Oftentimes a statement placed in the 
center of the sort can signify neutrality or insignificance, but in some cases can be the pivot point 
of the individual’s particular perspective.  Therefore, each and every statement in the sort must 
be considered for its particular significance given its placement in the sort.  
 Watts and Stenner (2012) refer to much of the rest of the process of interpretation of the 
factors in the manner that one would of a detective examining a crime scene, noting that “[e]very 
single item offers a potential sign or clue that deserves your full attention and investigation” (p. 
155).  The process continues from here as a series of logical conclusions, hypotheses, and 
hunches (Watts & Stenner, 2012).  As the hypotheses are proposed, they are either supported or 
refuted by the supplementary information such as the participant demographics, and follow-up 
questions and answers.  As the process continues on forward the picture becomes more and more 
clear and eventually the researcher is able to begin to build a story about the factor.  
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 Supplemental information such as that provided on the PSQ (Appendix H) is integral to 
holistically interpreting factors.  But Watts and Stenner (2012) warned of being too closely 
associated with this information too early on in the interpretation process as it can unjustly color 
the researcher’s perspective of the participant and in turn the factor interpretation.  In order to 
better separate the researcher and the participant demographics during the initial phases of the 
interpretation process, it becomes necessary to create participant codes.  For the purposes of this 
study five specific pieces of demographic information were gathered from each participant, that 
information included age, ethnic background, grade level, gender, and prior interactions with 
mental health services.  In keeping with the ideals of Q methodology, these areas were left as fill 
in the blank to provide opportunities for self-ascription.  The participant codes were created from 
these five areas using the two-digit age, two-letter abbreviation for ethnic background, two-digit 
grade level, one-letter gender abbreviation, and a 1 or 0 to signify either previous interactions or 
no interactions with mental health services prior to this study, respectively. An example 
participant code might read: 16CA10M1, which would indicate a 16 year-old Caribbean-
American, 10th grade, male, with prior interactions with mental health services.  Another 
example code might read: 14BL08F0, which would indicate a 14 year-old Black, 8th grade, 
female, with no prior interactions with mental health services.  
 The last step in interpreting each factor involves naming each factor and providing a brief 
narrative description of the factor that includes pertinent demographics and statistics.  Watts and 
Stenner (2012) noted that “[t]his interpretation should ideally make reference to the majority of 
items included on your crib sheet” (p. 164).  
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Validity and Reliability 
It is important when reviewing Q studies to remember their ultimate purpose; to uncover 
subjectivity.  Remembering the purpose of a Q study is vital to fully understanding the impact 
and importance of various limitations and delimitations of such studies.  Some critics of Q 
research have claimed that a major limitation of Q methodology is the small sample size and 
inability to generalize to the wider population.  Q methodologists, researchers, and the like 
caution these critics to remember that Q methodology does not seek operationalized 
measurements, nor does it seek to be generalized (McKeown & Thomas, 2013).  McKeown and 
Thomas (2013) stated “inasmuch as these are personal opinions, they are not right or wrong, 
provable or disprovable” (p. 2).  In this statement the authors support the entirety of the premise 
of Q methodology, it is not to measure someone against a predetermined standard, or to 
generalize their response to another individual, but instead to gain their perspective in the hopes 
of adding insight to the process of inquiry about a topic.  
 Reliability is another, often cited, marker of a quality study or instrument; does it 
measure the same thing in successive measurements?  In Q studies that is not necessarily the 
case.  Critics have commonly cited reliability issues as a particular area of concern, however Q 
methodologists have noted that Q methodology is designed to uncover individual subjective 
beliefs and attitudes about a topic, therefore it is not uncommon for an individual’s beliefs or 
attitudes to change or modify over time, meaning that when taking the same Q sort just a matter 
of a few months to a year later it is possible that individuals will fall into different factors than in 
their previous sorting.  Q methodologist do not see this as a limitation of the study, noting 
instead that the purpose of Q methodology is to uncover as many unique perspectives on a topic, 
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even if those alternative perspectives come from the same individual in subsequent iterations of 
the sort.  The variations in these factors serve to add to the concourse of communication and help 
to build the body of knowledge regarding the topic.  The body of knowledge then can be utilized 
in future studies to better inform interventions, modalities, methodologies, and more.  
Risks and Benefits  
 When it comes to research with children and adolescents, the risks associated with a 
study are of particular concern.  In their research on the appropriateness of Q methodology for 
the purposes of social work research Ellingsen, Størksen, and Stephens (2010) found that the 
methodology is particularly well suited for the field because of its ability to decrease the inherent 
risks that are commonly associated with perceptional and attitudinal research.  Ellingsen et al 
(2010) noted that the method was well suited for obtaining participant’s stories in a very non-
threatening manner.  The researchers emphasized that oftentimes in social work research, subject 
material is of a very sensitive nature, which can make it difficult for participants to express 
themselves openly and outwardly.  The processes utilized in Q methodology allows their stories 
to be accessed and for their voices to be heard in a manner that works to limit the intrusiveness 
that the participants feel while still ensuring that they are able to fully express themselves.  
Because of the nature of concourse development and the Q sorting process, participants are able 
to sort statements based on their perspectives without the need to expound upon them, in turn the 
participants are protected from undue stresses that might be prevalent in more intrusive research 
procedures.   
Overall, the inherent benefit of Q methodology is that the risks are minimized by the 
procedure when constructed and implemented with care and fidelity.  Furthermore, since the 
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participant is ultimately in control of the sort and the relating of experiential and emotional 
concerns, they are able to decide whether to expound upon the sort or not, allowing participants 
to maintain a level of distance from topics that might cause emotional stress.  Such distance from 
situational triggers would be difficult to avoid in an interview or focus group increasing the risk 
for the participant, something that is overcome by sorting statements on the topic that relates to 
the participant’s perspective without the participant needing to verbalize their actual perspective.   
Ellingsen, Størksen, and Stephens (2010) noted: 
It is particularly important in social work with children and families to extend the 
knowledge about how children perceive their situation. Taking the children’s perspective 
into consideration may give rise to the new strategies and/or modify efforts in order to 
improve their circumstances. (p. 404)  
In this, Ellingsen et al. (2010) emphasized that the benefit to children’s participation in such 
research is the outcomes that become known due to their involvement, outcomes that otherwise 
would have remained unknown.  Additionally, Brown (2006) noted that merely participating in a 
q-sort process and bringing light to one’s subjective viewpoints, was in itself empowering to the 
participant.   
All other benefits aside, Q methodology is an engaging way to activate children’s 
interests in the field of research and ignite a spark that could burn within them for years to come.  
Such sparks, when nurtured and allowed to grow can be the catalyst for the next generation of 
education, health, and social sciences researchers.  The benefit to including children and 
adolescents in the world of research, particularly through such non-threatening manners like Q 
methodology, is the expansion of what is possible within their world.  Furthermore, Q 
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methodology is a direct step toward the recognition of children as subjects in research, and no 
longer just objects of research, paving the way for the emancipation of such marginalized 
populations. 
Subjectivity Statement 
 It is a convention in Q methodology for the researcher or researchers to perform the sort 
themselves; by doing so, researchers are able to recognize the perspective of their own bias 
(Burke, 2015).  Identifying one’s bias is helpful in limiting the influence that such bias has over 
one’s interpretation of results.  As such, I also participated by sorting the Q set.  Though I do not 
meet the study requirement of being adolescent or Black, it was helpful in my analysis and 
interpretation of the results to understand how my own perspectives were similar and different 
from that of the study participants.  The most direct way to attain such information was to 
perform the sort and determine how my own perceptions factor among those of the participants.  
My own results were not be included in the study results, but were used merely as a tool for 
identifying were preconceived notions may have be held in order to ensure that those notions did 
not inadvertently color or sway interpretation of the data results.   
Chapter Summary 
 Beyond the direct implications of informing research, many researchers have found that 
child and adolescent participants alike report Q methodology to be a fun and engaging way for 
them to participate in research, something that is rarely open to them.  Anecdotes from such 
research help to provide grounding for additional advocacy for the inclusion of children and 
adolescents in all facets of society.  Q methodology is a functional, accessible, and approachable 
means for vulnerable populations like children and adolescents to add their voices to the 
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concourse of communication on a variety of topics that are of concern to them, while limiting the 
potential risks that are commonly present in traditional research.   
The UNCRC (1991) impressed upon the world the importance of recognizing the agency 
and voice of children and adolescents and that doing so was the first step in acknowledging the 
personhood of such individuals.  Finding safe and appropriate means for children and 
adolescents to take part in research is just one step in this recognition process.  Q methodology 
offers not only a safe and relatively risk-free method for allowing children to interact positively 
with research, but it also provides a means for creating a generation of new and enthusiastic 
researchers. 
 In Chapter 4, the researcher will first discuss the specific details of the Concourse 
Development, and Q Sort phases of data collection.  Next the analytic process will be discussed, 
compiling a review of the primary data outputs provided by the PQMethod data analytic 
software.  The correlation matrix, factor extraction, factor rotation, correlations between factor 
scores, and factor scores will be discussed in detail.  Finally, the researcher will provide 
extensive data on each of the five extracted factors in the form of the factor interpretations as 
well as Factor Horoscopes.   
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Chapter 4: Results 
 The purpose of this study was to examine the shared perspectives of Black adolescents on 
mental health and mental health help-seeking in urban communities. It was the hope of the 
author of this study that through the research process the voices of these marginalized youth 
might be given a powerful platform upon which to advocate for their own mental health welfare 
within their communities and abroad.  For far too long children and adolescents have been left 
out of conversations that have had profound impacts on the nature and course of both their 
physical and mental health.  Through research such as this, educational researchers, leaders, and 
policy makers can begin to play an integral role in the emancipation of an entire population that 
for so long have merely been the objects of research practices instead of subjects in research.  
Including such perspectives in research is essential to the task of gaining relevant knowledge that 
otherwise would remain unheard (Ellingsen, Thornsen, & Størksen, 2014).   
 Thirty participants ranging in age from 12-17 years old participated in the study by 
completing a 36-item Q sort of statement items on mental health and help-seeking behaviors.  
The participants were comprised of 14 males and 16 females from a variety of ethnic 
backgrounds.  Eight individuals described themselves as Black; 18 individuals described 
themselves as African-American, two individuals described themselves as Black/African-
American, one individual described themselves as African-American and White, and one 
individual described themself as Haitian.  The participants were from urban schools throughout 
the North Florida area, one participant was in the sixth grade, four participants were in the eighth 
grade, two participants were in the ninth grade, six participants were in the tenth grade, three 
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participants were in the eleventh grade, and 14 participants were in the twelfth grade.  Nine 
participants reported previous interactions with mental health services prior to this study.  
 This remainder of this chapter provides the details of this study. First, results from the 
concourse development phase will be presented in detail. The next section of this chapter will 
provide a detailed analysis of the Q sort phase.  This section will provide explanations of the 
correlation matrix, factor extraction, factor rotation, the correlation between factor scores, and 
the factor characteristics. Finally this chapter will end with the factor interpretations, including 
detailed narratives for each factor extracted during the data analysis process.  
Concourse Development Phase 
 Participants submitted responses to a brief short-answer questionnaire survey referred to 
as the Concourse Open-Ended Interview Questionnaire (COEIQ) (Appendix A).  The COEIQ 
was designed to elicit responses from volunteer participants regarding their decision to seek 
counseling services and their decision to use counseling services.  The two-question COEIQ was 
theoretically based on the Unified Theory of Behavior (UTB) with the first question addressing 
the UTB’s construct regarding an individual’s decision to seek mental health services, and the 
second question addressing the UTB’s construct regarding an individual’s actual use of such 
services.   
 Following the end of the concourse development phase there were nine completed 
Concourse Open-Ended Interview Questionnaires.  Five females and four males comprised the 
participants in the concourse development phase.  Six participants described themselves as 
African-American, two participants described themselves as Black, and one participant self-
described as Black/American.  One participant was in ninth grade, two participants were in tenth 
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grade, one participant was in eleventh grade, and five participants were in twelfth grade.  The 
average age of the participants was 16.33 years old.  The nine completed questionnaires 
produced 82 individual concourse statements that were then transposed into a spreadsheet for 
later format into a Fisher’s (1960) balanced-block, each statement was given a random number 
from 1-82.  Complex statements were edited to ensure “that items [did] not project internal 
contradictions (commonly referred to as “double-barreled” meanings)” (McKeown & Thomas, 
2013, p. 22).  Further review of the statements was run in order to group statements that were 
repetitive, similar in content, context, or theme.  Statements were divided based on whether they 
addressed one of the four questions from the questionnaire.  These questions included: What do 
you think facilitates (makes easier) young people in your community or your own decisions to 
seek counseling services?; What do you think impedes (makes difficult) young people in your 
community or your own decisions to seek counseling services?; What do you think facilitates 
(makes easier) young people in you community or your own use of counseling services?; and 
What do you think impedes (makes difficult) young people in your community or your own use of 
counseling services?  Statements were then coded using the Fisher balanced-block to ensure that 
a representative sample of statements included all of the two core constructs and the 11 
secondary themes of the Unified Theory of Behavior (UTB).  The list of statements was then 
read in entirety to “[approximate] the total commentary on [the] given [issue]; its purpose is to 
provide a comprehensive but manageable representation of the concourse from which it is taken” 
(McKeown & Thomas, 2013, p. 23).  Some gaps were noted in the concourse; said gaps were 
filled with statements taken from existing literature as in common in Q methodology.  McKeown 
and Thomas (2013), noted that “frequently, interview sources are supplemented with items 
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extracted from published sources (newspapers, magazines, etc.)” (McKeown & Thomas, 2013, p. 
18).  Following the extensive review and elimination process, the concourse statements were 
reduced down to the final Q set of 36 statement items.  Finally the statements were renumbered 
with a random number from 1-36 (see Appendix C).  
Q Sort Phase 
 In this final phase of the study, termed the Q sort phase, 30 volunteer participants, 
comprising the P set, sorted 36 statement items into a forced distribution sheet that ranged from -
4 to +4 (see Appendix G).  The participants were given a condition of instruction upon which to 
sort the statements by: What impacts your decision to seek mental health counseling?  
Statements were placed into the distribution based on where the participants felt the statements 
fell on the distribution with +4 meaning MOST LIKE WHAT IMPACTS MY DECISION TO 
SEEK MENTAL EHALTH COUNSELING, and - 4 meaning LEAST LIKE WHAT IMPACTS MY 
DECISION TO SEEK MENTAL HEALTH COUNSELING.  After completing the sorts, the 
participants transposed their statement placement onto the forced distribution sheet (see 
Appendix G) and filled out the attached Post-Sort Questionnaire (PSQ) (see Appendix H) 
regarding their reasoning behind particular statement placement, their demographics, and any 
comments that they would like to add.  Questions from participants were answered throughout 
the process to reduce confusion and ensure that participants were able to fully articulate their 
perspective through the sorting process.  
Correlation matrix.  Following the data collection phases of this study, 30 participants 
had provided their perspectives on mental health help-seeking behaviors through the Q sorting 
process.  Data from each participant’s sort, collected on the forced distribution was entered into 
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PQMethod to begin the analysis process.  Once complete the program provided the correlational 
matrix (see Table 1).  Watts and Stenner (2012) noted that “[t]he correlation matrix, taken as a 
whole, duly reflects the nature and extent of the relationships of each Q sort with every other Q 
sort” (p. 97).  For the purposes of this study, the correlation matrix is a 30 x 30 matrix where 
each completed sort is intercorrelated with every other sort and a correlation coefficient is 
determined (Watts & Stenner, 2012).  A correlation coefficient of 1.0 would indicate a perfect 
correlation where every card was placed in the same orientation within the forced distribution 
between the two sorts. A larger correlation between any two sorts would denote a larger 
relationship between those sorts.  In this study, the greatest positive correlation found in the 
correlation matrix was found between Q sort 4 and Q sort 14 (0.69), indicating a strong positive 
correlation.  The greatest negative correlation found in the correlation matrix was found between 
Q sort 4 and Q sort 28 (-0.53), indicating a moderate negative correlation.  These correlations 
would seem to indicate some sort of relationship existing between the perspectives presented in 
these sorts (see Table 1).  
Factor extraction.  When conducting factor analysis and extraction, the Q methodologist 
has two methods to choose from for the purposes of factor analysis within a Q study, Principal 
component analysis, and Centroid factor analysis.  In general, either method is positioned to 
provide the Q methodologist with sufficient data upon which to base interpretations.  
Additionally, the results of principal component analysis and centroid factor analysis are likely to 
be very similar, because of this, the decision over which method to use for the purposes of 
analysis is purely theoretical (Watts & Stenner, 2012).   
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The task of determining how many factors to extracts from the data is not one to be taken 
lightly, and as with the analysis, there are multiple methods a Q methodologist might employ in 
determining how many factors to ultimately extract.  Eigenvalues (or the Kaiser-Guttman 
criterion), Brown’s magic number seven, and even “feel and experience” are all considered 
acceptable means of decision making regarding factor extraction within Q methodology (Watts 
& Stenner, 2012, p. 106).   
Eigenvalues (or the Kaiser Guttman criterion) are calculated by adding up the squared 
loadings of all the identified sorts on a particular factor, or “EV on Factor 1 = (Q sort 1 loading 
on Factor 1)2 + (Q sort 2 loading on F1)2 + (Q sort 3 loading on F1)2 + … (Q sort N loading on 
F1)2” (Watts & Stenner, 2012, p. 104).  When using eigenvalues for the factor extraction, factors 
that test with eigenvalues of less than 1.0 are considered to be non-significant because they 
account for less variance than is represented by a single sort, those with a value of 1.0 or higher 
are considered significant and to represent the variance reported by more than a single sort 
(Watts & Stenner, 2012).  Eigenvalues are widely regarded as the most commonly used criterion 
for decision making regarding the number of factors to extract, though it is not the only method 
for doing such (Brown, 1980; Watts & Stenner, 2012).  For this study the eigenvalues were 
calculated by multiplying the explained variance of each factor by the number of Q sorts in the 
study divided by 100 (V(Nsorts/100)=EV). The eigenvalues for each of the five factors were 
calculated to be: Factor 1(4.5), Factor 2(2.7), Factor 3(2.4), Factor 4(3.3), and Factor 5(3.3).  The 
eigenvalues for each factor have overwhelmingly satisfied the Kaiser Guttman criterion, 
requiring additional steps for justifying the five extracted factors.  
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The former default setting of PQMethod would extract seven factors, considered by 
Brown (1980) to be a magic number, however recent versions of PQMethod now extract eight 
factors under the default settings.  Brown (1980) noted that drawing more factors than one 
expects will be significant because even insignificant factors might contain portions of the 
variance that will improve in the loadings of larger factors.  Watts and Stenner (2012) cautioned 
that the varying methods for determining the number of extracted factors do not need to be 
viewed as hardened rules outlined for the appropriate extraction of factors, but instead as helpful 
guides in decision making processes.  However, they recognized that for those seeking to stick to 
theoretical bases that the idea of leaving decisions regarding factor extractions solely up to feel 
and experience can be difficult, especially for novice Q methodologists.  Therefore, Watts and 
Stenner (2012) offered one final suggestion, “try extracting one factor for approximately every 6-
8 participants in your study” (p. 107).  That being said, with 30 participants in this study, 
extraction of five factors is considered appropriate.  Watts and Stenner’s suggestion coupled with 
significant eigenvalues, provided sufficient warrant for the extraction and eventual rotation of the 
five associated factors.  
Factor rotation.  Factor rotation begins by first mapping the loadings of the extracted 
factors into what Watts and Stenner (2012) referred to as the “concept space” (p. 114).  The 
mapping of factors into the concepts spaces provides for visual analysis of the agreement of any 
two or more Q sorts.  In short, Q sorts that fall relatively close together in the concept space can 
be assumed to share similar viewpoints (Watts & Stenner, 2012).  In order to rotate factors 
effectively, Q methodologists can choose from two methods: by-hand rotation and varimax 
rotation.  Varimax rotation is very common within Q studies because of the ease of use of the 
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method, which is done statistically via various analytic software programs.  The goal of varimax 
rotation is to provide a rotation solution that explains the maximum amount of study variance; in 
essence, it provides a single best solution for rotation (Watts and Stenner, 2012). 
In contrast to varimax rotation, by-hand rotation, often referred to as theoretical rotation, 
is favored by Brown (1980) and others because of its ability to focus the attention of the rotation 
on a particular Q sort or sorts that might have particular salience during interpretation. While it is 
possible that varimax rotation might include such valuable viewpoints in its rotation, it cannot be 
guaranteed to occur, and thus is considered by some to be a less desirable option for rotation.   
Brown, (1980) stressed that when intuition and “other subjective factors” are included in 
determination of rotation of factors there is the possibility of the expansion of knowledge.  It is 
however noted, with regards again to novice and inexperienced Q methodologists, a theoretical 
basis for rotation might be overwhelming and confusing, providing validation for choosing 
Varimax rotation.  It is for these reasons that Varimax rotation was chosen as the method of 
rotation for this study.  
Correlations between factor scores.  The correlation between factor scores table (see 
Table 3) provides information regarding the degree to which any one factor correlates to any 
other factor.  Once again, using factor loadings that are higher that 2.58(SE) are to be considered 
statistically significant at the .01 level (McKeown & Thomas, 2013).  In the case of this study, 
any loadings in excess of 2.58(0.167) = ±.43 would be considered statistically significant (see 
Table 3).  The largest positive correlation was found between Factor 4 and Factor 5 (0.28), which 
indicates a weak positive correlation, and the largest negative correlation was found between 
Factor 1 and Factor 3 (-0.05), which indicates a very weak negative correlation.  These 
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correlations would seem to indicate that the perspectives presented in the five extracted factors 
do not seem to represent the same perspective. 
Factor characteristics.  As reported by PQMethod, the eigenvalue of Factor 1 was 4.5, 
Factor 2 was 2.7, Factor 3 was 2.4, Factor 4 was 3.3, and Factor 5 was 3.3.  Factor 1 explained 
15% of the total variance of the study, Factor 2 explained 9% of the total variance of the study, 
Factor 3 explained 8% of the total variance of the study, Factor 4 explained 11% of the total 
variance of the study, and Factor 5 explained 11% of the total of variance of the study. 
PQMethod reported that in Factor 1, six sorts had positive significant loadings of greater than 
0.43. Additionally, there were two sorts with negative significant loadings of less than -0.43.  In 
Factor 2, four sorts had positive significant loadings of greater than 0.43. Additionally, there was 
one sort with a negative significant loading of less than -0.43.  In Factor 3, four sorts had positive 
significant loadings of greater than 0.43. Additionally, there were two sorts with negative 
significant loadings of less than -0.43.  In Factor 4, seven sorts had positive significant loadings 
of greater than 0.43.  Finally, in Factor 1, six sorts had positive significant loadings of greater 
than 0.43.  There were five confounded sorts across Factor 1, Factor 3, Factor 4, and Factor 5; 
those sorts were Q sort 10, 19, 21, 25, and 29.  There were three non-significant Q sorts that 
failed to reach the 0.43 level of significance on any of the five factors; those sorts are Q sort 6, 
15, and 23, their higher level of significance on any factor was 0.42, -0.33, and 0.38, 
respectively.  
 Additional factor characteristics included the number of defining variables noted for each 
factor and were reported to be: Factor 1(7), Factor 2(4), Factor 3(3), Factor 4(4), and Factor 5(3).  
These variables are identified by their satisfaction of two requirements (see Table 4). The first 
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requirement is that a > h2/2, where a is the factor loading, in this case, the formula denotes that 
the “factor ‘explains’ more than half of the common variance” (Schmolck, 2014). For the 
aforementioned formula h2 is obtained by adding each squared factor loadings across all the 
extracted factors then divided by two.  The second requirement is that a > 1.96/(N items) and  
McKeown and Thomas (2013), noted that “assuming the same person will render Q sort 
orderings with the same Q sample at different times that correlate upward of .80, a factor’s 
reliability can be estimated using the expression rxy=[(.80)p]/[1+(p-1).80], where p is the number 
of persons defining a factor and .80 the estimated reliability coefficient for each person” (p. 61).  
Calculating these reliability coefficients can be a time consuming task, however, PQMethod does 
the work of providing these data for the researcher (see Table 4).  The reliability coefficients for 
each factor was provided as follows Factor 1(0.97), Factor 2(0.94), Factor 3(0.92), Factor 4 
(0.94), and Factor 5 (0.92).  Additionally, the standard error for each factor was calculated using 
SE = s(1-r), (Brown, 1980).  Brown (1980) noted the importance of the inverse relationship 
between the composite reliability scores and the standard error, emphasizing that a rise in the 
composite reliability score would cause a drop in the standard error.  This inverse relationship is 
consistent in the data in this study with the standard error of the factor Z-score for the five factors 
as follows: Factor 1(0.19), Factor 2(0.24), Factor 3(0.28), Factor 4(0.24), and Factor 5(0.28) (see 
Table 4). 
 Below is provided the interpretations of this study’s five factors based on a five-factor 
solution using Principal Component Analysis and Varimax Rotation.  
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Factor Interpretation 
 For the purposes of interpretation the crib sheet was used in a rather significant way for 
each extracted factor.  A crib sheet was created for each factor and was composed of four distinct 
sections drawn from the factor array.  The first section was statements from the factor array that 
ranked at the highest level.  In the case of this study, statements were ranked on a continuum 
from -4 to +4.  Therefore the first section of the crib sheet included the two statements from the 
factor that were ranked at +4.  The next section of the crib sheet was statements that ranked 
higher in this factor than in any other factor.  The third section of the crib sheet focused on the 
statements that ranked lower in this factor than in any other factor.  Finally, the fourth section 
was comprised of the two statements that ranked at -4.  Once created the researcher’s own 
perspectives were then added in summation below each section of statements, followed by any 
supplemental statements provided by the research participants.   
 Once the cribbing process was completed the entire factor was then sorted into the forced 
distribution so that the entire sort could be reviewed holistically by the researcher so that themes 
could develop naturally.  As themes developed they were added to the crib sheet for each factor.  
Finally the demographic information for each factor was added to the bottom of the crib sheet to 
further define the factor and aid in the interpretation process.  
 In addition to the traditional interpretational narrative that is provided in the following 
pages, this researcher has opted to provide what has been termed a Factor Horoscope.  Factor 
Horoscopes are a product of this researcher’s own design and are an attempt to articulate a 
narrative of the factor in a unique and explanatory fashion that personify an individual that meets 
criteria for loading on a particular sort much in the same way that an individual would fit a 
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traditional horoscope by having a birthday that falls within a series of dates.  Contrary to the 
traditional nature of a horoscope, which is designed to be predictive, these Factor Horoscopes 
were not designed to be predictive by any measure and were designed as an expression of the 
subjective interpretation of the researcher from the researcher’s own point of reference.  The 
Factor Horoscopes, however, are based off the holistic interpretation taken from the crib sheet, 
and factor analysis processes.  
Factor 1: Building My Own Barriers.  Factor 1 has an eigenvalue of 4.5 and explains 
15% of the study variance.  Five male participants and three female participants contributed to 
this factor and had an average age of 15.88 years old.  Two of the participants contributed 
negative loadings with this factor, indicating an inverse relationship to the identified perspective 
of the factor.  Three participants self-reported their ethnic backgrounds as Black and five 
participants self reported their ethnic backgrounds as African-American.  The average grade 
level of the participants was 11th grade. Two participants reported that they had previous 
interactions with mental health services in the past. 
 Participants who composed Factor 1 appeared to have an externalizing focus on the role 
of the counselor (s25: +4) as opposed to emphasizing their own role in the counseling process 
(s16: 0).  These participants also seemed to place importance on the concept of trusting that the 
counselor will not betray their confidence (s19: +4; 25: +4), these statements seem to indicate a 
past history of betrayal or misplaced trust.  The participants further supported this notion of trust 
as one noted in response to statement 19, “I won’t be honest with you if I don’t trust you.”  
Another claimed that, “[t]o have someone to understand, trust is always a good feeling.”  In 
response to statement 25, another participant required of a counselor, “[t]hat if I talk to you, that 
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you could keep anything I say.”  In contrast, the inverse perspective identified by the negative 
loadings seems to counter the argument of trust and instead place emphasis on the idea of stigma, 
fear, embarrassment, and the lack of usefulness in counseling (s9: +4; s21: +4; s23: +3; s27: +3).  
 The perspective of participants in Factor 1 further seems to be indicative of someone who 
is seeking perspectives that are different from their own (s18: +3); someone who is trying to 
break attitudinal barriers and norms, possibly within their social or family group (s36: +1).  
Additionally, these individuals appear to see the positivity in the progress and experiences of 
others that have benefited from counseling (s34: +3; 18: +2), and place emphasis on learning 
from these experiences.  These individual even appear to see some value in learning from 
perspectives that are different from their own (s8: +1).  Interestingly, the perspective contributed 
by the inverse appears to speak to many of the same issues and identifies individuals that have 
sought counseling in the past, look for positivity, but had bad experiences (s35: +2); individuals 
who attempted to break down attitudinal barriers but found similar stigma among peers, family, 
and counselor (s5: +2; 3: +3; 27: +3; 35: +2)  
 In general, these individuals do not appear to be very worried about what people think 
about them seeking and using mental health services (s9: -4), however, when it comes to their 
peers they seem more cautious (s5: -2), those fears or concerns, though, do not appear to be 
significant enough to prevent them from seeking or using services if they deem them necessary, 
as it seems apparent that these individuals reject the notion that counseling is unnecessary (s23: -
3; s21: -4).  These individual seem to reject the traditional social norms that drive stigma around 
mental health counseling services (s9: -4; s21 -4), with the participants’ own statements 
supporting this idea.  In response to statement 9, one participant stated that “[people’s] thoughts 
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shouldn’t effect your day to day life,” while another noted, “[n]ever really cared what others 
thought.”  As noted above, the perspective contributed by the inverse loadings seems to place 
emphasis on the attitudinal barriers that tend to prevent individuals from either participating in 
mental health counseling services (s9: +4; s5: +2) or either from continuing with mental health 
counseling services following negative experiences (s32: +2; s35: +2). Additionally, though, this 
perspective further supports the notion of the structural barriers (s15: +1; s17 +1) that can be 
experienced as individuals attempt to seek and use counseling services.  
 These individuals’ perspective appears to indicate that they value counseling because 
they feel that it helps them let things out (s31: +3), and that they know the feel better by doing so 
(s4: +2).  However, there are contradictions within their perspective (s30: +3) that seem to 
indicate that they are not as comfortable and up front about counseling as they let on.  Self-
confidence plays a large role in these individuals’ decisions to seek and engage in counseling 
(s1: +2).  They are not quite sure of themselves and their comfort level with being open and fully 
honest with a counselor (s33: +2).  This notion seems supported by their mild concerns of being 
able to express themselves (s24: -2), as well as some concern about embarrassing topics (s27: -
3), and family issues (s3: -3).  Some statements also appear almost as internal justifications for 
seeking or engaging in mental health counseling services (s31: +3; s4: +2; s22: -1).   
Because of the nature of these justification statements, this gave cause to give deeper 
investigation into the placement of the central neutral statements (s11:0; s12:0; s16:0; s26:0; 
s28:0; s29:0), driving the question as to whether they were ranked zero because they were true 
neutrals or instead were the possible swaying of insecure individuals succumbing to the negative 
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cognitions that are attempting to convince them that they do not actually want to seek and engage 
in mental health counseling services (s32: -2; s35: -2). 
Factor Horoscope: The Taurus – Building My Own Barriers.  An individual loading on 
Factor 1 is either a male or female, is roughly 16 years old, in the 11th grade, prefers to self 
identify by African-American, and has had little to no interactions with mental health services in 
the past. This individual is likely to have a moderate amount of mental health literacy.  When 
asked about the reasons for seeking mental health services the individual might claim that the 
purpose is to better oneself, to relieve stress, or to talk about difficult issues.  This individual will 
most commonly identify role models with whom they can identify positive mental health 
counseling experiences that have helped to ease their own efforts to seek and engage in mental 
health counseling.  But don’t let this individual fool you, they are not as confident as they seem.  
Though they claim to be confident and to reject what others think, they do still worry about what 
their peers might think should they be discovered to have gone to a counselor.  Additionally, 
though they value trust, they appear to have been victims of misplaced trust in the past and worry 
about opening up fully with a counselor in the future.  Overall this individual appears to be a 
person that is constantly fighting an internal battle of negative cognitions.  The Unified Theory 
of Behavior (Lindsey et al., 2013) is divided into two distinct core constructs: the decision to 
seek mental health counseling services, and the decision to engage in mental health counseling 
services.  This individual easily satisfies the first construct, by actively deciding to seek 
counseling services by meeting with people who have benefited from counseling in the past, 
gaining positive and helpful information about mental health services, and understanding their 
own specific needs.  Where they struggle is with the second core construct of the theory, which 
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is the decision to engage in services.  For this individual, they appear stuck; arguing with 
themselves about the pros and cons of going to a counselor.  Stigma, trust, family concerns, 
embarrassment, and so many more thoughts appear to race through their heads; stopping them in 
their tracks and preventing them from benefitting from the services they so desperately want.  
This is the unfortunate case of an individual who knows, I am “Building My Own Barriers.”  
Factor 2: I Don’t Talk About My Feelings!.  Factor 2 has an eigenvalue of 2.7 and 
explains 9% of the study variance.  Four male participants and one female participant contributed 
to this factor and had an average age of 16.80 years old.  One participant contributed a negative 
loading with this factor, indicating an inverse relationship to the identified perspective of the 
factor.  One participant self-reported their ethnic background as Black, three participants self 
reported their ethnic backgrounds as African-American, and one participant self-reported their 
ethnic background as Haitian.  The average grade level of the participants was 12th grade. Two 
participants reported that they had previous interactions with mental health services in the past. 
 Participants that composed Factor 2 were notable for having little to no mental health 
literacy (s30: +4; s32: +4).  It seems apparent that these individuals might have heard about 
counseling in the past but had never really considered seeking mental health counseling services; 
which was supported by the participants own responses.  In response to statement 30, one 
participant noted, “If it’s more friendly it would make me give out more information and help me 
to express myself better.” Another stated, in response to statement 32, that he did not think the 
counselor would believe him because he has had “[a] lot of life experiences, etc.”  The 
participant that contributed the inverse perspective appeared to mirror similar experiences as our 
Factor 2 contributors, having knowledge of counseling, and in this case potentially a little more.  
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Sadly it appears that this perspective might be one of an individual that has had negative mental 
health counseling experiences in the past (s35: +4; s7: +4; 28: +3).  
 The dynamics of this factor and the individuals that comprise it seem to indicate a group 
of individuals that worry about the cultural norms regarding seeking services (s2: +2), especially 
those related to troublesome or traumatic events (s12: +1).  These individuals seem to want to be 
open and have an outlet to be real where they can feel they trust someone (s16: +3; s19: +1), but 
the reinforcement they receive amongst their peer group is that men don’t talk about their 
feelings (s24: +1), these external obligations cause them to have significant internal struggles 
with recognizing that they have issues that they might benefit from talking about (s36: +1; s33: 
+2; s4: +2).  For the inverse loading, the perspective appears to be one that has experienced 
extensive structural barriers on their path to seeking and engaging in mental health counseling 
services, noting concerns over costs of services (s26: +3), difficulties with the availability of 
counselors in their area (s15: +1) time constraints (s29: +1), transportation (s17: +2), and even 
gender differences (s11: +2).  
 Fear is a strong motivator for the individuals contributing to this factor (s5: +3) which 
appears to cause significant conflict for them as they yearn for an understanding and 
compassionate ear (s20: +3).  As their confidence in their ability to push through the stigma and 
social norms declines (s1: +2), so too does their belief that they can be open with a counselor 
(s33: +2).  Further confounding the issue is the apparent lack of positive mental health role 
models in these individuals’ lives (s10: -2; s13: -2).  When there have been known peers, family, 
or friends who have used mental health services, these individuals do not appear to have seen 
either positive or negative outcomes out of the services those individuals received (s34: 0) 
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further reducing their desire to engage in such behaviors.  For the inverse loading, despite being 
able to have conversations with family and friends, as well as hearing others experiences of 
counseling (s14: +1; s10: +2; s18: +1), counseling services seem still just out of reach.   
 The participants that contribute to this factor tend to vacillate between wanting to seek 
services (s31: 0) and caving to the pressures of societal norms (s9: 0).  Interestingly, while they 
have sincere concern for the typical attitudinal barriers present in mental health help seeking, and 
are not yet sure if the benefits of seeking counseling outweigh its perceived costs (s23: 0), they 
seem to overlook the myriad structural issues that tend to preclude individuals for gaining access 
to mental health counseling services; having little concern over transportation (s17: -2), cost of 
services (s26: -3), or the availability of counseling within their school (s6: -3).   
 Individuals that contributed to this factor identified worry about the counselors being 
good at their jobs, as well as the counselors messing around in their minds (s7: -4; s35: -4).  
Though the aforementioned statements were sorted into the -4 column of the sort which would 
tend to indicate Least Like What Impacts My Decision To Seek Mental Health Counseling, it 
appears instead in this case that for this factor the statements were sorted as those that the 
individuals had the least amount of information about as indicated by the participates responses 
to the statements.  In response to statement 35, one participant noted that, “if the counselor isn’t 
good that would make me not want to go or even be interested.”  Another participant, in response 
to statement 7, noted, “ I wouldn’t want my counselor trying to make me feel a way I wouldn’t 
want to feel.” 
Factor Horoscope: The Leo – I Don’t Talk About My Feelings!.  An individual loading 
on Factor 1 is likely male, is roughly 17 years old, in the 12th grade, prefers to self identify by 
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African-American, and has had little to no interactions with mental health services in the past.  
This individual has likely grown up having heard little about the world of the mental health 
counseling services that are available to him.  He has spent years of his childhood and 
adolescence growing up tough and to be a Man.  This individual’s mental health literacy is 
extremely limited and what he does know about mental health counseling is likely misconstrued 
or mostly wrong.  Stigma, especially that which comes from peers and family sits forefront in his 
mind and causes significant strife for him as he struggles to cope with needing to understand 
himself, needing someone to believe in him, losing confidence in himself and his abilities, and 
managing the experiences of traumatic events.  The pressures of his peers and his need to prove 
himself makes him question whether or not he actually needs counseling, and in some cases even 
calls into question whether or not counseling is beneficial.  But deep inside he wants someone to 
trust, someone to believe in him.  He wants a person to feel comfortable sharing his deepest 
concerns with so that he no longer has to let it build up and explode.  He is embarrassed, and he 
worries about what people will think, but he knows it will help to talk.  He is conflicted because 
he learned from an early age, “I Don’t Talk About My Feelings!” 
Factor 3: I’m Looking For A Shift In My Perspective.  Factor 3 has an eigenvalue of 
2.4 and explains 8% of the study variance.  Five female participants and one male participant 
contributed to this factor and had an average age of 16 years old.  Two participants contributed 
negative loadings with this factor, indicating an inverse relationship to the identified perspective 
of the factor.  One participant self-reported their ethnic background as Black, four participants 
self-reported their ethnic backgrounds as African-American, and one participant self-reported 
their ethnic background as African-American and White.  The average grade level of the 
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participants was 11th grade. One participant reported that they had previous interactions with 
mental health services in the past. 
 Participants that have contributed to this factor appear to have strong feelings about 
mental health counseling services, noting that they don’t find it beneficial (23: +4), and they 
seem to have perceived counselors as messing with people’s minds (s7: +4).  In support of this, 
one participate noted, in response to statement 23, “people who go to counseling now still has 
problems.”  Another participant stated, “I don’t think counseling really works for people.”  
 These individuals appear quite conflicted.  They noted that they do not want people 
messing in their minds (s7: +4) and that counseling is not beneficial (s23: +4), but they also 
emphasize that they know that counseling will make them feel better if they go (s4: +2).  These 
contributors are incredibly conflicted by their own feelings (s4: +2; s21: +1; s24: +2).  These 
individuals struggles to see the benefit in going to counseling, but seem conscious that they need 
something more that what they currently have (s36: +1).  The inverse loadings provided seem to 
reject the idea of counselors messing around in an individual’s mind (s7: -4), with one participant 
noting, “I do not feel counselors mess around with your mind, I feel like counselors listen and 
offer advice.”  
 A driving motivator for the contributors of this factor appears to be a prior interaction 
with some traumatic event or death (s12: +3).  There appears to be an indication of grief and 
struggle as these individuals seemed to place little value on conversations with family and 
friends (s14: -3), nor did they have concerns about their families knowing they were seeking 
services (s2: -4), nor the counselor believing the authenticity of their story (s32: -4).  This seems 
to indicate a situation where counseling has been offered and has potentially been rejected (s10: 
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+1: s29: +1).  In support of this idea, one participant noted that, “I know my counselor is 
understanding of my situation and wouldn’t doubt me.”  The participant’s language though 
appears to indicate that, at least for that participant, that they are holding something back from 
their counselor.  The idea of grief seems supported by the placement of the neutral statements 
which appear to note confusion over wanting to be understood (s20: 0), not wanting to be blamed 
(possibly for whatever happened during the traumatic event) (s28: 0), and not wanting to repeat 
the same mistakes (s22: 0).  This inverse perspective appears to be that of an individual that has 
possibly experienced some traumatic events in the past but maybe feels those concerns to be 
resolved (s12: -3).  Having experienced positive results of participating in mental health 
counseling, the contributors of the inverse perspective no longer emphasizes worry about being 
able express themselves (s24: -2), and are able to reject the idea that counseling is not beneficial 
(s23: -4).  
 Aside from all of the internal struggles that participants contributing to this factor are 
feeling, they are also contending with the typical social pressures of being teenagers and 
worrying about how they are perceived by others (s5: +3).  Sadly, these pressures can have huge 
impacts on confidence (s1: +3), which can become an attitudinal barrier that can feel 
insurmountable.  They want to talk to someone about what happened in their life (s4: +2; 12: 
+3), but through their grief they just can’t see the benefit in it (s23: +4).  In essence, the 
contributors of the inverse perspective are the individuals that the primary perspective might 
possibly become if they were to ever openly participate in mental health counseling services.  
Factor Horoscope: The Gemini – I’m Looking For A Shift In My Perspective.  An 
individual loading on Factor 3 is likely female, is roughly 16 years old, in the 11th grade, prefers 
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to self identify by African-American, and has had little to no interactions with mental health 
services in the past.  The Gemini is unique because she presents a dual perspective, one that is 
representative or her present and her future.  She is an individual that has experienced a recent 
trauma, likely the death of a loved one or friend and is struggling to process through the grief and 
the emotions that are inherent with such events.  Her family and friends have been open with her 
about how counseling can be helpful and though she knows she needs to talk to someone, she 
just cannot see the benefit in it right now.  She struggles with wanting to be understood, wanting 
to be real with herself, and with wanting to avoid making the same mistakes over again.  She 
blames herself for a lot of what happened and she worries about what others will say about her if 
she fully opens up about it.  She struggles with stigma, peer pressure, and her own internal 
battles, but she cannot convince herself to go to the counselor.  In time, as she ages, she begins to 
see how others have benefited from counseling.  She begins to move past the events of her past 
and is able to move into her future, a future that involves counseling to help her when she needs 
it. It will take time, but she reminds herself regularly that, “I’m Looking For A Shift In My 
Perspective.”  
Factor 4: Counseling When I Want It; Not Always From A Counselor.  Factor 4 has 
an eigenvalue of 3.3 and explains 11% of the study variance.  Five female participants and two 
male participants contributed to this factor and had an average age of 15.14 years old.  Two 
participants self-reported their ethnic backgrounds as Black, four participants self reported their 
ethnic backgrounds as African-American, and one participant self-reported their ethnic 
background as Black/African-America.  The average grade level of the participants was 10th 
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grade. Two participants reported that they had previous interactions with mental health services 
in the past. 
 Participants that have contributed to this factor strongly value trust and confidentiality, 
but may have been wronged in the past by counselors, peers, or other confidants (s25: +4; s19: 
+4; s3: +3).  This notion seems to be supported by the responses provided by the participants.  In 
response to statement 19, one participant noted, “I need to trust the person I’m talking to.” 
Additionally, the same participant claimed that “having trust with someone is important because 
I want to be able to talk to someone.”  
 The individuals that contributed to this factor place emphasis on feeling comfortable in 
counseling (s33: +3), but worry about sharing everything about themselves in counseling, 
especially regarding family concerns (s3: +3).  One participant in particular noted, in response to 
statement 33, “I don’t like talking (sic) bout my issues they are personal.”  Peers seem to be a 
strong positive influence in these individuals’ lives and have guided them toward counseling 
when needed (s13: +2). 
 These individuals appear to desire to be understood, heard, and value feeling like they 
can come somewhere that they can let go of things that are bothering them (s20: +3; s16: +2; 
s31: +2).  They recognize there are benefits to going to speak to a counselor and place little 
concern on whether it is deep or friendly help (s30: -2).  Furthermore, while they have limited 
time, they make time to see the counselor throughout their day due to the embedded service 
model from which they benefit (s29: -2; s23: -2).      
Information gathered from this factor appears to support the notion that these individuals 
have interacted with counseling in the past through some sort of embedded service delivery 
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model due to a lack of concern regarding transportation or payment of services (s17: -4; s26: -4).  
The lack of the common identified structural barriers is indicative of services that are commonly 
offered in a public school setting through the school counseling program, or possibly through 
community or religious settings.  Additionally, this individual has not placed much value on 
worry about what people might think (s9: 0), convenience of counseling in schools (s6: 0), 
gender differences between the counselor and the individual (s11: 0), self-confidence (s1: 0), or 
even the need to have conversation with family about going to the counselor (s14: 0).  These 
themes seem to define a person that would think very little of the counseling experience because 
of the manner in which it is incorporated into their daily life within the school setting.  
Factor Horoscope: The Cancer – Counseling When I Want It; Not Always From A 
Counselor.  An individual loading on Factor 4 is likely female, is roughly 15 years old, in the 
10th grade, prefers to self identify by African-American, and has had little to no interactions with 
mental health services in the past.  This individual values the ideas of trust and confidentiality 
and has possibly been wronged in the past.  She wants to be open and comfortable with her 
counselor but there are just some things that she just can’t talk about with her counselor, some 
things are just too personal.  She’s got a fair amount of mental health literacy and so do her peers 
whom she fins a lot of positive influence from, especially when she’s feeling down and needs to 
talk.  Her friends are always there to push her to go and talk to the counselor.  She wants 
someone to understand her and the stuff that makes her who she is.  She wants to be authentic 
with herself and with her counselor, but she worriers about going too deep.  She’s never seemed 
concerned that the other kids would judge her for coming to the counselor.  Sometimes she 
comes to the counselor throughout the day, whenever she feels she needs to, other times she 
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struggles to find the drive, but she’s never had to worry about having to go to another location, 
transportation, fees, or anything for that matter; the counselor has always just been there.  The 
Unified Theory of Behavior (Lindsey et al., 2013) would note that this individual struggles with 
indecision in both core constructs.  At times she appears to have completed both the decision to 
seek and the decision to engage, and at other times, she appears to experience barriers to both.  
Self-efficacy, expectancies, saliency of the behavior, and others are all facets that she struggles 
with from time to time.  She interacts with a system that has provided her more opportunities to 
talk with individuals who are trained and available to listen; she just has to work on recognizing 
that she might have a problem.  Some times she receives counseling through her school, some 
times she receives it through the community, and other times she talks to her religious leaders, 
but with each instance it requires that she takes the first step and engages in positive help-seeking 
behaviors.  Luckily she has good friends that are always willing to push her a bit when she needs 
the help and she has resources available to her, because she knows she can have “Counseling 
When I Want It; Not Always From A Counselor.”  
Factor 5: Money Is The Least Of My Problems.  Factor 5 has an eigenvalue of 3.3 and 
explains 11% of the study variance.  Four female participants and two male participants 
contributed to this factor and had an average age of 16.16 years old.  One participant self-
reported their ethnic background as Black, four participants self reported their ethnic 
backgrounds as African-American, and one participant self reported their ethnic background as 
Black/African-American.  The average grade level of the participants was 11th grade. Two 
participants reported that they had previous interactions with mental health services in the past. 
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 Participants contributing to this factor appear to have a high degree of mental health 
counseling literacy and are well aware of the many positive benefits of talking to a mental health 
counselor (s20: +3; s31: +3).  This individual understands the impacts on their level of self-
confidence (s1: +2), and recognizes that it will help them to be real with themselves (s16: +2). 
They also understand that mental health counseling is confidential (s25: +2), and they do not 
seem to worry much about trust issues with mental health counselors (s19: -1).  
 These individuals value being encouraged by people close to them (s10: +3) to seek out 
mental health counseling services in order to avoid making mistakes that could haunt them (s22: 
+4).  In some cases it seems that these mistakes might be linked to traumatic loses of people that 
they were very close to (s12: +4).  The fear of what people might think (s9: +2) and the desire to 
learn from life (s22: +4) drives these people to work through a variety of barriers, structural and 
attitudinal alike.  
 These individuals, however, that contributed to this factor do not seem to be all that 
concerned with typical structural barriers like cost of services (s26: -4), transportation (s17: -2), 
lack of time to see a counselor (s29: -3), or whether they have different socioeconomic statuses 
than their counselor (s8: -2).  These individuals appear to strongly reject the notion that the 
counselor will not believe them (s32: -3), that they do not actually need mental health counseling 
services (s21: -3), and that mental health counselors just mess with their heads (s7: -4).  
 In the case of the 0 statements, and in the context of the other statements on the sort, 
individuals who contributed to this factor appear to have placed the 0 in the center of the 
distribution as true neutral, in that they have no real bearing on their decision to seek mental 
health services.  Given the opportunity, it is assumed that the contributors would have tossed 
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these statements out rather than sort them into the distribution. The statements (s2; s14; s18; s23; 
s24; s28), are not viewed as either negative or positive, additive or subtractive, instead they are 
merely neutral statements that do not serve a purpose in the perspective of these individuals.  
Factor Horoscope: The Capricorn - Money Is The Least Of My Problems.  An 
individual loading on Factor 5 is either male or female, is roughly 16 years old, in the 1th grade, 
prefers to self identify by African-American, and has had little to no interactions with mental 
health services in the past.  This individual has very high mental health literacy and knows all of 
the benefits of speaking to a mental health counselor. In fact, they can even list they benefits for 
you if you like.  In the past they have experienced some traumatic events, including the death of 
a dear family member, but through counseling they found comfort, understanding, and a place to 
really be themselves.  They truly believe that all the barriers have been torn down for them and 
that they have a world of opportunities open to them.  Some days they might feel tinges of fear, 
and the familiar tug of stigma attempting to pull them away from doing what they know will help 
them to feel better, but they do not yield.  They carry on and they push through.  The Unified 
Theory of Behavior (Lindsey et al., 2013) would note that these individuals appear to have 
satisfied not only both of the core construct of the theory by deciding to seek services and then 
deciding to engage in services, but they would note that these individuals did so by satisfying all 
of the secondary facets of the theory.  These individuals were able to advocate for themselves 
and gain access to the services they needed by overcoming both structural and attitudinal barriers 
by reminding themselves that “Money Is The Least Of My Problems.” 
Chapter Summary.  In the initial phase of the study, nine participants responded to the 
following four questions based on the two core constructs of the theoretical framework of the 
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study: “What do you think facilitates (makes easier) young people in your community or your 
own decision to seek counseling services?”, “What do you think impedes (makes difficult) young 
people in your community or your own decision to seek counseling services?”, “What do you 
think facilitates (makes easier) young people in your community or your own decision to use 
counseling services?”, and “ What do you think impedes (makes difficult) young people in your 
community or your own decision to use counseling services?”  These questions produced 82 
final statements, which were then edited down to the final 36 statements that comprised the Q 
set.  
 The Q sort phase of the study involved 30 participants sorting the 36 statement items 
developed during the previous phase.  The 30 participants sorted the statements into a quasi-
normal distribution that ranged from +4 to -4 with +4 representing MOST LIKE WHAT 
IMPACTS MY DECISION TO SEEK MENTAL HEALTH COUNSELING and -4 representing 
LEASST LIKE WHAT IMPACTS MY DECISION TO SEEK MENTAL HEALTH 
COUNESLING.  The participants were provided a condition of instruction as a guide to align 
their perspective to, the condition was: “What impacts your decision to seek mental health 
counseling?”  The participants then sorted the statements and filled out a brief questionnaire 
where they provided rationale for the placements of their +4 and -4 statements, as well as brief 
demographic information.  
 The sorted data were compiled and run through a data analytic program designed 
specifically to analyze Q sort data called PQMethod.  During this process five distinct factors 
were identified.  Those five factors were interpreted and then described in the previous chapter 
as: Building My Own Barriers, I Don’t Talk About My Feelings, I’m Looking For A Shift In My 
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Perspective, Counseling When I Want It; Not Always From A Counselor, and Money Is The 
Least Of Their Problems. 
 In Chapter 5, the researcher will provide a discussion of the data from both phases of the 
study in relation to the literature presented in earlier chapters.  Additionally, the researcher will 
compare and contrast the five identified factors and discuss any relevant themes that emerged 
during the analysis and interpretation processes.  Next there will be brief discussions on the 
strengths and limitations of the study, followed by the implications for policy, practice, and 
research that are derived from the study results.  Finally, Chapter 5 will provide 
recommendations for future research. 
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Chapter 5: Discussion 
 The purpose of this study was to examine the shared perspectives of Black adolescents on 
mental health and mental health help-seeking in urban communities. It was the hope of the 
author of this study that through the research process the voices of marginalized youth might be 
given a powerful platform upon which to advocate for their own mental health welfare within 
their communities and abroad.  For far too long children and adolescents have been left out of 
conversations that have had profound impacts on the nature and course of both their physical and 
mental health.  Through research such as this, educational researchers, leaders, and policy 
makers can begin to play an integral role in the emancipation of an entire population that for so 
long have merely been the objects of research practices instead of subjects in research.  Including 
such perspectives in research is essential to the task of gaining relevant knowledge that otherwise 
would remain unheard (Ellingsen, Thornsen, & Størksen, 2014).  This study sought to answer 
one identified research question: What are the various shared perspectives held by Black 
adolescents regarding their decisions to seek mental health services in urban communities?  The 
answer to this question will be discussed in detail in the Discussion of Q Sorts Phase Results 
section of this chapter.  
 Brown (2006) held that the “secrets” of a community are held within the “common 
communicability” of the community members, and if one seeks to gain access to that 
information, they need only ask (pp. 363-365).  Among decades or more of research, educational 
researchers, leaders and policy makers have asked everyone of interest in a child or adolescent’s 
life about what is and isn’t working but the child or adolescent themselves.  Parents, teachers, 
and other knowledgeable adults are considered the bastions of information regarding children 
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and adolescents, and the children and adolescents themselves are regarded as having little more 
than baseless opinion.  It is time that educational researchers recognize the agency and voice of 
children and adolescents and allow them to finally speak for themselves, especially when it 
comes to matters of mental health and mental health help-seeking in marginalized communities.  
In lifting these youth voices, these researchers, leaders and policy makers can position 
themselves as advocates for change, and can have powerful impacts on the lives of children and 
adolescents that can pay dividends for years and even decades to come.   
Discussion of Concourse Development Phase Results 
 The statements provided by the Concourse Open-Ended Interview Questionnaire 
(COEIQ) were written in order to address the two core constructs of the Unified Theory of 
Behavior (Lindsey et al., 2013): the decision to seek counseling, and the decision to engage in 
counseling.  For this study, it was integral that the questions upon which the concourse was 
developed address the intention and decision as well as the behavior itself.  The COEIQ 
appeared, at least, to at least have face validity as evidenced by the response of one participant in 
particular.  In response to the first question: “What do you think facilitates (makes easier) young 
people in your community or your own decisions to seek counseling services?” the individual 
noted that, “knowing that I can talk to someone and it stays with that person (expressing myself 
and info being confidential)”.  In response to the next question: What do you think facilitates 
(makes easier) young people in your community or your own use of counseling services?” the 
individual noted, “knowing this person went to school to specialize in this area.”  The initial 
response is much more internally focused and geared toward the decision to seek out services, 
where the second response appears to address the surface and system level concerns related to 
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the use of services.  These thoughts appear to mirror much of what prior research has indicated 
about the various system level barriers that adolescents must overcome in their attempts to access 
mental health help-seeking (Aisbett, Boyd, Francis, Kido et al., 2013; Newnham, & Newnham, 
2007; Andrade et al., 2014; Bruwer et al., 2011; Handley et al., 2014; Sareen et al., 2007).  
However, these barriers generally manifest in the form of attitudinal as well as structural barriers.  
Lindsey et al. (2013), cautioned that because: 
Black adolescents with mental health problems are less likely than non-Black adolescents 
with mental health problems to receive treatment, primarily for non-financial reasons 
including negative perceptions of services and providers, and self-stigma associated with 
experiencing mental health problems (p. 107),   
the attitudinal barriers that impact them should be of particular concern.  These attitudinal 
barriers were further supported in the concourse development phase of the study as participants 
reported impediments to seeking counseling as: “people may assume you’re crazy”, “not wanting 
parents to know why we are seeking counseling services”, “the fear of what people will think”, 
“the embarrassment of acknowledgment of their problems”, and “fear of being labeled.”  
Multiple times, participants cited stigma as primary concerns that might make seeking 
counseling services difficult for either themselves or other adolescents in their community.  
 When questioned about what makes actually using services difficult, these same 
participants reported common structural and system-level concerns like: “transportation might be 
a problem”, “the counselors are far away”, “I worry about how I might pay for it”.  These 
statements support existing research that structural access barriers have significant impacts on 
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individuals’ decisions to engage in help-seeking behaviors (Aisbett et al., 2007; Andrade et al., 
2014; Bruwer et al., 2011; Kido et al., 2013; Sareen et al., 2007).   
Discussion of Q Sort Phase Results 
 Following the analysis of the Q sort phase, five seemingly distinct factors emerged and 
were extracted for use in this study.  The factors were analyzed statistically and interpreted 
holistically, after which time they were each given a factor name that is used to help identify 
them throughout the rest of this study.  The factors were titled as such: Factor 1-Building My 
Own Barriers, Factor 2-I Don’t Talk About My Feelings!, Factor 3-I’m Looking For A Shift In 
My Perspective, Factor 4- Counseling When I Want It; Not Always From A Counselor, and 
Factor 5-Money Is The Least Of My Problems.  These factors provide the answer to the 
identified research question and indicate the shared perspectives of Black adolescents regarding 
their decisions to seek mental health counseling in urban communities.  An important note about 
the titling of these factors is that they were written to identify the internal self-referential 
perspective of the individuals that contributed to each factor.  Brown (1980) held that “language-
in-use is by its nature symbolic and self-referential, with each combination of words being 
capable of carrying a wide range of meanings” (p. 3).  Inasmuch as Q methodology seeks to 
provide the reader an opportunity to align themselves with the perspective of the contributors of 
the factor with which they are reading, these internally, self-referential factor titles provide the 
reader a slight push toward that alignment.  It can best be thought of as the factor equivalent of 
stepping into the shoes of the individuals that contributed to each of the five factors.  
 In trying to conceptualize how best to organize these factors in relation to the theoretical 
framework it seemed to make most sense to view the factors based on where they fell on a 
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continuum of ‘satisfaction’ of the Unified Theory of Behavior (UTB) (Lindsey et al., 2013).  In 
essence, a factor that represents perspectives that have neither decided to seek nor engage in 
help-seeking behaviors would occupy one end of the continuum, and a factor that represents 
perspectives that have both decided to and engaged in help-seeking behaviors would occupy the 
opposite end of the continuum.  Those factors that fall in the center of the continuum would 
represent perspectives that have not yet satisfied both constructs, possibly vacillate back and 
forth and would likely struggle with either structural or attitudinal barriers, but is not likely to 
struggle with both.  
On the UTB continuum, Factor 2 aligns farthest to the left and satisfies few if any of the 
constructs that comprise the theory.  For Factor 2 contributors, they appear to struggle 
considerably with needing or wanting mental health counseling services, but fearing the negative 
social repercussions of actually going to a counselor.  These individuals appear to support past 
research by Alvidrez et al. (2008) that found that an overwhelming majority of those interviewed 
(76%) noted that their initial reluctance to seek mental health care was due in part to stigma.  
Additionally, almost half of the participants indicated that they had little knowledge of mental 
health issues and treatment due to the “the taboo of talking openly about mental illness” (p. 882).  
In further support of the work of Lindsey et al., (2013), fear and stigma are driving forces that 
serve as large barriers to positive help-seeking behaviors.  
 Bains (2014) reasoned that Black adolescents are a particularly vulnerable population, 
with the potential to hold negative perceptions of mental health and mental health service 
providers due to family, community, and culturally held beliefs and misconceptions regarding 
services ranging from mental health to medical and physical health.  Though facets of medical 
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fear, such as those that are related to the Tuskegee Syphilis Study, did not surface within this 
study due to the nature of the specific research question, the presence of negative held family, 
community, and culturally held beliefs were present, especially within Factor 2.  Gamble (1997) 
noted that Black adolescents are likely experiencing the repercussions of inherited cultural 
distrust of public health systems and health practitioners, which seems apparent, at least, for 
Factor 2 contributors.  
 But the concerns of Factor 2 contributors have a deeper internal motivation.  According 
to the Unified Theory of Behavior (Lindsey et al., 2013), in order for an individual to engage in 
help-seeking behaviors they must satisfy a multitude of integral behavior and thought constructs.  
Without the successful navigation of these constructs, the engagement in the behavior is 
unlikely.  At this time, it appears that the contributors to Factor 2 are experiencing far too many 
attitudinal and structural barriers to help-seeking behaviors.  Without significant changes to the 
system and culture that these individual live in, help-seeking behaviors are unlikely to occur, 
even when necessary, because for the moment what they know is that “Men Don’t Talk About 
Their Feelings!”, even if they want to.  
On the UTB continuum, Factor 1 comes next and settles next to Factor 2.  Factor 1 and 
Factor 2 share much of the same characteristics.  Overall this individual appears to be a person 
that is constantly fighting an internal battle of negative cognitions.  This individual easily 
satisfies the first of UTB’s core constructs, by actively deciding to seek counseling services by 
meeting with people who have benefited from counseling in the past, gaining positive and 
helpful information about mental health services, and understanding their own specific needs. 
But they struggle with the second core construct of the theory, which is the decision to engage in 
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services, as they attempt to find ways to convince themselves that they do not really want to go 
to counseling.  These individuals seem to fain responsibility and place emphasis on the 
counselor’s role in role in setting a positive tone for help-seeking.   
The individuals that contributed to this factor seem to have encountered attitudinal 
barriers of self-stigma and doubt as is common with Black youth (Lindsey et al., 2013), which 
seems to have made the individual uncomfortable.  These feelings of self-stigma are often 
reported as difficult to overcome (Alvidrez et al., 2008), especially for children and adolescents 
(Wright, Jorm, & Mackinnon, 2011).  Due to the nature of these uncomfortable feelings these 
individuals appear to be searching for any and every structural barrier that can be used as an 
excuse for not attending mental health counseling services (Gould et al., 2012) instead of having 
to deal with their own stigmatizing thoughts.  Though the structural barriers can have a large 
impact on these individuals and further degrade their impressions of mental health counseling 
services, the impact of the attitudinal barriers can be that much more burdensome (Becker, 
Swenson, Esposito-Smythers, Cataldo, & Spirito, 2014).  Individuals like those that contributed 
to this factor appear to support prior research that suggested that more needs to be done to help 
young people overcome the attitudinal barriers that they encounter while engaging in help-
seeking behaviors (Mendenhall, Frauendoltz, & Conrad-Hiebner, 2014).   
In the middle of the UTB continuum is Factor 3 indicating individuals that have satisfied 
the first construct of the theory: deciding initially to seek mental health services, likely because 
of the experience of some traumatic event.  A variety of research supports the detrimental effects 
of experiences of trauma on Black youth (Anakwenze and Zuberi, 2013; Byck, Bolland, Dick, 
Ashbeck, Mustanski, 2013; Matil, Molock, Tebes, 2011; Molock et al., 2007).  Having what 
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appears to be identified experiences of trauma and loss, the individuals that contributed to this 
factor seem to have been offered services in the past but have rejected these services despite 
having access to services (Ballard, Sander, & Klimes-Dougan, 2014; Shin, Sharac, & Mauery, 
2013; Walker, Kerns, Lyon, Bruns, & Cosgrove, 2009). 
At some point the individuals that contribute to this factor will reach a point where their 
misconceptions about the counseling process will be outweighed by their need for help (Lindsey 
et al., 2013).  When these individual do eventually have the switch in their perspective, they tend 
to have very successful experiences with mental health counseling services.  
Moving past the center of the UTB continuum and toward the right side is located Factor 
4.  The individuals that contribute to this factor tend to have a moderate degree of mental health 
literacy.  These individuals are lucky to have had all or most of the structural barriers removed 
from their path.  Receiving services in school provides the advantage of removing concerns of 
transportation, cost of services, insurances or lack there of, and even availability of counselors in 
the local community (Andrade et al., 2014).   
Beals-Erickson, & Roberts (2012) noted, when describing structural barriers, that 
“service barriers are defined as elements of the community, individual, or children’s mental 
health service system that prevent children in need from receiving that care, even though it is 
available within the community” (pp. 767-768).  Structural barriers are troublesome for 
socioeconomically disadvantaged groups across the board, but the disparities faced by urban 
children and adolescents often serve as considerable insurmountable barriers that fully prevent 
them from accessing and using mental health services (González, 2005).  Having mental health 
counseling services addressed through school counseling can make large strides toward 
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overcoming many of these barriers that so many disadvantaged youth interact with when 
engaging in help-seeking behaviors.  
The individuals that contributed to this factor however do not regularly interact with 
mental health counseling, likely due to the attitudinal barriers that impact most if not all of the 
previous factors.  The availability of services, the removal of structural barriers, and the 
continued rejection of mental health help-seeking behaviors is a potential indication that it is 
unlikely that without full satisfaction of the Unified Theory of Behavior (Lindsey et al., 2012), 
that Black youth will engage in mental health help-seeking behaviors.  
On the far right of the UTB continuum is found Factor 5.  Individuals that contributed to 
Factor 5 present a perspective that indicates an individual that, through traumatic experiences, 
recognized the sincere need to talk to someone about how they felt.  These individuals, either 
through their own work, merits, willpower, or through the help and intervention of others 
managed to overcome the many attitudinal (Andrade et al., 2014; Becker, Swenson, Esposito-
Smythers, Cataldo, & Spirito, 2014; Bruwer et al., 2011; Handley et al., 2014), and structural 
barriers (Aisbett et al., 2007; Andrade et al., 2014; Bruwer et al., 2011; Kido et al., 2013; Sareen 
et al., 2007), that are common when Black adolescents seek and engage in mental health 
counseling services (Bains, 2014).  
What seems obvious from the interaction of these factors is that the further up the 
continuum that an individual falls, the more they seem to have had positive interactions with 
mental health help-seeking and mental health counseling in the past.  The lower the individual 
falls on the continuum, the more they seem to experiences the barriers that have been discussed 
in the research.  
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Strengths of the Study 
 The strengths of this study comes from the methods employed, especially as it relates to 
research with children and adolescents.  Brown (2006) noted: 
For those interested in the problems associated with marginalization, Q methodology 
offers much of value. Properly employed, it remains close to the experiences of the poor, 
the disempowered, the despairing, taking as its raw materials the thoughts and feelings of 
these individuals, as expressed in their own words, which, when submitted to statistical 
analysis, results in factors of operant subjectivity. These factors, in turn, place the policy 
scientist in a position to offer more informed advice and to be more helpful than would 
otherwise be the case. (p. 378) 
As Ellingsen et al. (2014) noted of the participants in their own research, “the children expressed 
the Q sorting as engaging and a good way of taking part in research” (p. 7).   Engaging with 
accessible means by which children and adolescents can participate in research is essential to the 
growth of both the individual and the research.  From such growth is facilitated sincere, and 
unbiased perspectives that are gained directly from the participant-researcher who is both the 
observer and the observed (McKeown & Thomas, 2013; Watts & Stenner, 2005).  In their 
overview of Q methodology, Coogan and Herrington (2011) stated simply “if you want to know 
what ‘points of view’ exist on a particular topic, then use Q methodology, as this allows, for the 
subtle differences to be highlighted as well as the major differences to be seen” (p. 28).  The 
strengths in this study are embedded in the presence of the many subtle yet valuable difference 
noted between each of the five extracted and interpreted factors.   
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Limitations of the Study 
 Several limitations have been identified for this study.  First, due to the formatting of the 
forced distribution-reporting sheet (see Appendix G), multiple participants initially 
misinterpreted the number of statements that were supposed to be in each column of the 
distribution.  These individual interpreted the top line of the distribution, which contained the 
ranking number of the column, as another row that they were to sort numbers into.  This error 
required the participants to resort many of their statements to fit the distribution appropriately, 
possibly confounding their perspective.  Future iterations of the forced distribution-reporting 
sheet will more clearly identify which rows and columns are to have statements sorted into them.  
 Secondly, despite providing instructions regarding the nature of the sort and the meaning 
of the positive and negative numbers as items that have strong impacts and weak impacts, as 
opposed to positive impacts and negative impacts, it does appear, at least in the case of two 
participants that the sorts were sorted to align to the positive and negative understanding.  
Sorting in this manner would seem to indicate that this researcher did not sufficiently explain the 
purposes of the ranking number located at the top of the distribution.  In the case of these two 
particular sorts, they each loaded at the lower limit of significance of two separate factors 
indicating that while their response did have an impact on the outcome of the factor, it was not as 
strong as those of the other loading sorts that comprised those particular factors.  Future 
iterations of this research should take time to provide explicit instructions as well as check in 
with participants regarding their understanding of those directions before moving forward with 
the sorting phase in order to limit the confounds to the data.  
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 A third identified limitation of this study was the limited participants.  Though the 
researcher was able to attain significant loadings across all five factors with just 30 participants, 
the reduced number of participants limited the researcher’s ability to more fully examine the 
subjective experiences of this population.  In part, the third limitation was limited by the fourth 
limitation, which was the inclusion of adolescents, which this researcher still strongly advocates 
for in ongoing research.  By deciding to focus on the perspectives of minors, a researcher opens 
themselves to a world of rules and regulations that go far beyond the typical doctoral 
dissertation.   
Brown (2006) described Q methodology as “a marginalized perspective for studying the 
marginalized”(p. 361), a concept that can easily be attributed to children and adolescents, 
especially those with mental health concerns.  Furthermore, he goes on to claim that the 
knowledge sought on a particular topic of interest exists within the concourse of communication; 
one needs only ask to participate in the concourse.  Sadly, children are often prevented or left out 
of the concourse of communication regarding topics that have importance to them because their 
views are not recognized for their merit or value.  Furthermore, simply gaining access to minor 
participants means first gaining access to their parents, explaining the purposes of the study, the 
procedures, the means in which the data will be used, and obtaining consent to meet with the 
minor participant.  Once access to the minor participants is granted, they themselves must also 
have the purposes of the study explained to them, the procedures of data collection, the means in 
which the data will be used, and some form of assent that they wish to participate in the study.  
The multitude of steps required to gain access to adolescents in conjunction to with public school 
schedules, after school activities, parent jobs, lack of personal transportation and myriad other 
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barriers means that the inclusion of adolescent participants can be difficult to say the least.  That 
being said, future iterations of this research might consider administering the Q sorts to incoming 
college students who have recently turned 18 years of age, as these individuals would be easily 
accessible, would not require parental consent, are likely to have control of their own scheduling 
and transportation, and could easily sort the statements while thinking back to their own 
adolescent years, not a short time ago.  While these are viable options for reducing this 
limitation, this researcher felt that the benefits of providing a voice to current teens far 
outweighed the limitations that would be experienced from their inclusion.  Thorsen & Størksen 
(2010) asserted that the unforeseen risk of the overprotection and under-representation of 
vulnerable populations’ participation in research is the lack of essential and valuable knowledge 
that helps inform best practices and interventions designed to help those very same populations.  
Therefore it became essential to this researcher to ensure the inclusion of adolescent perspectives 
in the body of this research.  
A fifth limitation of this study involved the presence of confounded Q sorts.  Five 
individual sorts were confounded across four of the five factors.  These confounded sorts are 
indications of sorts that contribute in a significant manner to the perspective of more than one 
factor.  In general a single sort should only contribute to a single factor.  It is important to note, 
at least in the case of two of the confounded sorts, the misinterpretation of the sorting process 
mentioned in the second limitation likely accounted for some loading across multiple sorts.  
Since these confounded sorts are not used in the factor estimates (Watts & Stenner, 2012), they 
can limit the information that can be gathered from the factor.   
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Implications of the Study 
Implications for policy.  The goal of this study is wide-reaching, with aspirations of 
initiating change in communities, schools, research, and policy.  First and foremost, the aim of 
this study was to address the mental health needs of underserved minority children and 
adolescents.  It is proposed that through more concerted efforts to identify and address the mental 
health needs of children and adolescents in urban communities that the positive social, 
emotional, health, and educational outcomes will far outweigh the time, cost, and energy 
expended.  In their respective research, Ballard, Sander, and Klimes-Dougan (2014) and Kang-
Yi, Mandell, and Hadley (2013) noted additional support for the school-based mental health 
model with results that indicated that students who received services from such programs were 
likely to experience improvements in social/emotional as well as academic function.  Therefore, 
it becomes essential that policies begin to work to further support these positive experiences by 
increasing the provision of community-based mental health services in represented communities.  
By helping to limit and even remove many if not all of the structural barriers that prevent them 
from participating in the mental health services that they so desperately need.  Researchers, 
community leaders, policy-makers, and educational leaders must take on the arduous task of 
uncovering the structural barriers that are specific to the communities that they serve.  
Golberstein et al. (2008) claimed that, “[a] major goal of mental health policy in the United 
States is to reduce barriers to service utilization” (p. 392).  As an identified goal of U.S. mental 
health policy, it is essential that we begin to include children and adolescents’ voices in 
conversations regarding ways to manage and reduce barriers to mental health service access and 
utilization and improve mental health help-seeking.  Mental health access, mental health help-
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seeking, and service use barriers “…prevent children in need from receiving that care, even 
though it is available within the community” (Gould, Beals-Erickson, & Roberts, 2012, p. 768).  
The leaders can do so by going straight to the source and asking young people, much in the same 
way that this study has, “what it is that they need?”, “what prevents them from getting what they 
need?”, and “how can the community help them to get what they what they need in order to be 
successful?” 
Implications for practice.  Improving access to services is however only half of the 
equation necessary to improving the mental health outcomes of Black adolescents in the United 
States.  Researchers, community leaders, policy-makers, families, and adolescents themselves 
must work to counter the dangerous narrative of stigma and fear that tightly encircles the use of 
mental health counseling services in Black communities.  Worry, peer pressure, and even 
concerns that family might not condone an individual talking to a counselor all work to add to 
the attitudinal barriers that further diminish positive help-seeking behaviors.  However, together 
with policy initiatives aimed at educating not only adolescents, but also their parents, word can 
spread through the community about the many benefits of mental health counseling services.  
One possibility for initiating change is to begin with religious institutions. 
Often, in Black communities, individuals have relied heavily on the church and other 
religious institutions to provide care and support when it is most needed as an alternative to 
formal mental health services (Avent & Cashwell, 2015; Dempsey et al., 2016; Hardy, 2014; 
Holt, Clark, Debnam, & Roth, 2014; Holt, Wang, Clark, Williams, & Schilz, 2013; Plunkett, 
2014).  A recent study, however, noted a growing trend toward the combined services of both 
mental health professionals and religious counseling, the results were particularly significant 
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with younger respondents, indicating a possible relaxing of the mistrust of service professionals 
(Hardy, 2014).  In many cases, making changes to these attitudinal norms is going to require 
community-wide cultural changes, and that is going to require the coordination of effective 
policy as one informs the other. 
Implications for research.  This study aimed to elucidate the role of youth voice in 
research, policy, and practice initiatives.  A wealth of recent research has shown the value in 
including student voice in research as well as educational initiatives (Cook-Sather, 2006; Cook-
Sather, 2014; Cunningham & Rious, 2015; Grey, Swain, & Rodway-Dyer, 2014; Lehtomäki et 
al., 2014; Mansfield, 2014), and this study has added to that body of knowledge with the hopes 
of further supporting such practices.  This study serves to further support the use of Q 
methodology as a viable research methodology for conducting research with children and 
adolescent as subjects in research instead of objects of research. This study will serve as a model 
for conducting youth voice research via Q methodology on any topic that is of importance to the 
lives of children and adolescents. 
 An additional unforeseen research implication that came to light following the 
completion of this study was that it provided solid grounding for the articulate manner in which 
Black youth are able to communicate on the intricate topic of mental health and mental health 
help-seeking in the United States.  Much of the research that has been conducted over the past 20 
or more years has been completed with a focus of how we as adults, and researchers can help to 
improve the mental health outcomes of Black adolescents, but this research illustrates that Black 
adolescents are more that capable of communicating that information for themselves.  Though 
my own searches have not been exhaustive, I believe this research to be an important step in the 
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direction of recognizing that Black adolescents, and any adolescent for that matter, have agency 
and opinion and should be given the opportunity to have impact and decision-making roles when 
it comes to their own mental health outcomes.  
Recommendations for Future Research 
 Future research initiatives based on this study might consider further developing each of 
the five identified factors.  This researcher suggests that interesting data might be uncovered by 
conducting a follow-up qualitative study with the participants using a structured interview 
approach.  The additional detailed qualitative information could be helpful in further 
understanding the circumstances that have led particular individuals to sort in the fashion that 
they did.  
 Other iterations of this research might involve working with the entire population of one 
middle school in an identified urban community.  After administering the sorts to the students, 
and factor analyzing the data, the students and researchers could work together in break-out 
groups separated by their identified extracted factors to interpret the findings of that day’s sorts.  
After the sorting, analysis, and interpretation process, the students can make recommendations 
based off of their own results as to what will help each of their factors to be successful.  
Conclusion 
 The purpose of this study was to examine the shared perspectives of Black adolescents on 
mental health and mental health help-seeking in urban communities. It was the hope of the 
author of this study that through the research process the voices of these marginalized youth 
might be given a powerful platform upon which to advocate for their own mental health welfare 
within their communities and abroad.  The research question for this study was: What are the 
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various shared perspectives held by Black adolescents regarding their decisions to seek mental 
health services in urban communities?  This research question was answered through the use of 
Q methodology, which allows a researcher to gain deeper understandings from marginalized 
viewpoints, such as those from children and individuals with mental health concerns.  
 Through the process of the research five factors or perspectives were identified: Factor 1-
Building My Own Barriers, Factor 2-I Don’t Talk About My Feelings!, Factor 3-I’m Looking 
For A Shift In My Perspective, Factor 4- Counseling When I Want It; Not Always From A 
Counselor, and Factor 5-Money Is The Least Of My Problems, that serve to answer the research 
question that guided this study.   
 After comparing the identified factors to the literature themes, emerged that appeared to 
provide support for Lindsey et al., (2013) Unified Theory of Behavior which notes that an 
individual’s use of mental health counseling services is comprised of two core constructs: the 
decision to seek mental health counseling services, and the decision to engage in the behavior.  
Furthermore, the study appears to provide support for the wealth of research regarding the 
detrimental and confounding effects of attitudinal and structural barriers.  
 Despite limitations to this study that included participant difficulties with interacting with 
the sort, limited participant numbers, and confounding sorts found during data analysis, the study 
produced viable results that had valuable implications for policy, practice, and research by 
identifying areas where policy-makers can work hardest to help over-come identified structural 
barriers, while community, family, and clergy members work to break down the attitudinal 
barriers that Black adolescents interact with daily.  Finally, this study provided evidence that 
children and adolescents have voice, which is so often unheard.  It is time that educational-
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leaders, community leaders, and policy makers work to incorporate youth voices into their 
practices, so that they can be better informed on what really matters from those that it really 
matters to.   
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Table 1 
 
Correlation Matrix Between Sorts 
___________________________________________________________________________ 
 
___________________________________________________________________________ 
Note.  Numbers represent the correlation percentage for each Q sort, n = 30. 
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Table 2 
Factor-Exemplifying or Factor-Defining Q sorts for Five Factor Solution 
Factor number Q sort numbers Total Cumulative total 
1 2, 4, 8, 14, 28, 30 6 6 
2 1, 3, 16, 26, 27 5 11 
3 9, 13, 17 3 14 
4 7, 18, 22, 24 4 18 
5 5, 11, 12, 20 4 22 
Confounded 10, 19, 21, 24, 29 5 27 
Non-significant 6, 15, 23 3 30 
Note. Factors with factor loadings > ± 0.60 are indicated in bold. Factor 3 had no factor 
loadings > ±0.60. 
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Table 3 
Correlations Between Factors 
Factors 1 2 3 4 5 
1 1.00 -0.02 -0.05 0.19 0.27 
2 -0.02 1.00 0.06 0.21 0.26 
3 -0.05 0.06 1.00 0.00 0.07 
4 0.19 0.21 0.00 1.00 0.28 
5 0.27 0.26 0.07 0.28 1.00 
Note.  This table indicates weak relationships between the intercorrelated factors.  
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Table 4 
Factor Characteristics 
 Factor 1 Factor 2 Factor 3 Factor 4 Factor 5 
Number of 
Defining 
Variables 
 
 
7 
 
4 
 
3 
 
4 
 
3 
Composite 
Reliability 
 
 
0.97 
 
0.94 
 
0.92 
 
0.94 
 
0.92 
Standard 
Error of 
Factor Scores 
 
0.19 
 
0.24 
 
0.28 
 
0.24 
 
0.28 
Note. Standard Error < 0.01. 
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Table 5 
Five-Factor Factor Array 
# Statement F1 F2 F3 F4 F5 
1 My level of self-confidence 2 2 3 0 2 
2 Not wanting my parents/caregivers to know why I'm seeking counseling services -1 2 -4 -3 0 
3 Not wanting to talk about my family issues outside of the household -3 1 -2 3 -2 
4 Knowing that it makes me feel better to talk about my problems 2 2 2 1 1 
5 I'm afraid of how my peers might look at me because I went to counseling -2 3 3 -1 1 
6 The convenience of having counseling available in schools 1 -3 -2 0 1 
7 I don't want anyone messing around in my mind 1 -4 4 2 -4 
8 Having a different background and socioeconomic status than the counselor 1 -1 -1 -3 -2 
9 I fear what people will think -4 0 0 0 2 
10 Having someone encourage me to do so 1 -2 1 -1 3 
11 Being a different gender than my counselor 0 -2 -2 0 -1 
12 I have experienced a traumatic event (such as the death of a loved one or peer) 0 1 3 -2 4 
13 Being influenced by my peers -1 -2 -1 2 -1 
14 Conversations with family members or other close adults about going to a counselor -1 -1 -3 0 0 
15 I don't think there are counselors available in my community -1 -1 -3 -1 -1 
16 Being able to be real with myself 0 3 1 2 2 
17 Not having transportation makes seeking out counseling difficult -1 -2 -1 -4 -2 
18 Hearing from different people about their experiences with counseling 2 -1 -1 -3 0 
19 Believing I can trust the counselor 4 1 -2 4 -1 
20 Wanting to talk to someone who understands me 1 3 0 3 3 
21 Thinking that I don’t need counseling services -4 1 1 1 -3 
22 Not wanting to make mistakes in life -1 0 0 1 4 
23 I don't see counseling as being beneficial or useful -3 0 4 -2 0 
24 I worry about being able to express myself to a counselor -2 1 2 1 0 
25 Knowing that I can talk to a counselor and it will be confidential (kept with that person) 4 -1 -1 4 2 
26 I worry about being able to pay for it 0 -3 2 -4 -4 
27 The things that I would want to talk about are embarrassing to share with someone else -3 0 0 -1 -1 
28 I don't want to feel like I'm being blamed 0 -3 0 1 0 
29 I don't have time to go talk to a counselor 0 -1 1 -2 -3 
30 If it seems like it's not going to be deep counseling, but more like friendly help 3 4 1 -2 -2 
31 I want to be able to talk instead of letting it build up and explode 3 0 -3 2 3 
32 I don't think the counselor will believe me -2 4 -4 -1 -3 
33 The belief that I will be comfortable sharing with the counselor 2 2 -1 3 1 
34 When I see how counseling has helped others 3 0 2 1 1 
35 The counselors I've talked to in the past were not good -2 -4 0 -1 -1 
36 Recognizing that I have a problem 1 1 1 0 1 
Note. A factor array represents the statistical best representation of the sorts the loaded for the 
particular factor. 
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Table 6 
Factor Demographics 
Demographics Factor 1 Factor 2 Factor 3 Factor 4 Factor 5 
Age* 15.88 16.80 16 15.14 16.16 
Grade Level** 11 12 11 10 11 
Gender      
Male 5 4 1 2 4 
Female 3 1 5 5 2 
Ethnic Background      
Black 3 1 1 2 1 
African-American 5 3 4 4 4 
African-American &White - - 1 - - 
Black/African-American - - - 1 1 
Haitian - 1 - - - 
Prior Mental Health Interactions      
Yes 2 2 1 2 2 
No 6 3 5 5 4 
* Age is calculated as the average age of all participants that significantly loaded on the factor. 
** Grade Level is calculated as the average grade level of all participants that significantly 
loaded on the factor, rounded to the nearest whole number.   
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FIGURE 1. Unified Theory of Behavior (Lindsey, Chambers, Pohle, Beall, & Lucksted, 2013) 
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Appendix B 
Fisher Block 
  
Unified Theory of Behaviors 
(Primary Characteristics) 
Intention Behavior 
  
Unified Theory of Behavior 
(Secondary Characteristics) At
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2 
If it seems like it's not counseling 
just like friendly help 
x   x x         x     
3 Implementing it in schools                 x     
7 Recognize I have a problem       x     x x       
11 
If you experience a traumatic 
even, like a peer death 
        x         x   
13 
Not wanting to make mistakes in 
life 
      x   x     x     
14 
Talking to an adult, family 
member, or close friend 
                    x 
15 
Observing how counseling 
services help others 
  x                 x 
16 Being encouraged to do so           x     x x   
17 
Knowing that I can talk to 
someone and it stays with that 
person and it being confidential 
  x       x   x       
20 
Having someone who 
understands me 
x x                   
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28 
Not wanting parents to know 
why we are seeking counseling 
services 
                x     
29 
I may not know how to express 
myself to a counselor 
  x   x   x   x x     
30 The fear of what people will think x x   x x             
32 
Thinking that I don't need 
counseling services 
          x   x       
33 
Different backgrounds and 
socioeconomic status 
    x           x     
35 Financial/income status                 x     
40 
Not wanting to talk about family 
issues outside of the household 
    x           x     
43 Peer pressure     x       x   x     
55 
Being able to be myself and be 
real with myself 
  x   x x x x         
58 Trust x               x     
59 If I have rapport with counselor   x             x     
60 
Hearing different people's 
experiences on their use of 
counseling services 
                  x x 
61 Self-confidence       x         x     
62 Motivation from others                   x   
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63 
Knowing this person went to 
school to specialize in this area 
              x       
66 They're far away                 x     
67 
They are a different gender than 
me 
                x     
68 
Afraid of how peers may look at 
you because of your use of 
counseling 
    x x     x   x     
70 
Transportation might be a 
problem 
                x     
81 There's no reward             x   x     
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Appendix C 
Q Set 
(1) My level of self-confidence 
(2) Not wanting my parents/caregivers to know why I’m seeking counseling services 
(3) Not wanting to talk about family issues outside of the household 
(4) Knowing that it makes me feel better to talk about my problems 
(5) I’m afraid of how my peers might look at me because I went to counseling 
(6) The convenience of having counseling available in schools 
(7) I don’t want anyone messing around in my mind 
(8) Having a different background and socioeconomic status than the counselor 
(9) I fear what people will think 
(10) Having someone encourage me to do so 
(11) Being a different gender then my counselor 
(12) I have experienced a traumatic event (such as the death of a loved one or peer) 
(13) Being influenced by my peers 
(14) Conversations with family members or other close adults about going to a counselor 
(15) I don’t think there are counselors available in my community 
(16) Being able to be real with myself 
(17) Not having transportation makes seeking out counseling difficult 
(18) Hearing from different people about their experiences with counseling 
(19) Believing I can trust the counselor 
(20) Wanting to talk to someone who understands me 
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(21) Thinking that I don’t need counseling services 
(22) Not wanting to make mistakes in life 
(23) I don’t see counseling as being beneficial or useful 
(24) I worry about being able to express myself to a counselor 
(25) Knowing that I can talk to a counselor and it will be confidential (kept with that 
person) 
(26) I worry about being able to pay for it 
(27) The things that I would want to talk about are embarrassing to share with someone 
else 
(28) I don’t want to feel like I’m being blamed 
(29) I don’t have time to go talk to a counselor 
(30) If it seems like its not going to be deep counseling, but more like friendly help 
(31) I want to be able to talk instead of letting it build up and explode 
(32) I don’t think the counselor will believe me 
(33) The belief that I will be comfortable sharing with the counselor 
(34) When I see how counseling has helped others 
(35) The counselors I’ve talked to in the past were not good 
(36) Recognizing that I have a problem 
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Appendix D 
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Appendix E 
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Appendix F 
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Appendix G 
What impacts your decision to seek mental health counseling? 
 
 
  
Lease like what 
impacts my 
decision to seek 
mental health 
counseling 
     Most like what 
impacts my 
decision to seek 
mental health 
counseling 
-4 -3 -2 -1 0 +1 +2 +3 +4 
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Appendix H 
Post Sort Questionnaire (PSQ) 
 
1. Were there are any additional items you would have wanted to include in your  
own list of statements, or something that you felt was missing? 
a. What they are? (Write on the back if you need more space) 
__________________________________________________________________ 
__________________________________________________________________ 
__________________________________________________________________ 
b. Why they are important? (Write on the back if you need more space) 
__________________________________________________________________ 
__________________________________________________________________ 
__________________________________________________________________ 
2.  Please note any items about which you would like to comment, which you did not  
understand, or which you found confusing, please explain.  
 __________________________________________________________________ 
 __________________________________________________________________ 
 __________________________________________________________________ 
__________________________________________________________________ 
__________________________________________________________________ 
3.  Of your extreme far left and extreme far right statements, please provide an  
explanation for each statement in those columns. 
a. Reason for your extreme far left (-4): 
Statement # (   )_____________________________________________________  
__________________________________________________________________ 
Statement # (   )_____________________________________________________ 
__________________________________________________________________ 
b. Reason for your extreme far right (+4): 
Statement # (   )_____________________________________________________  
__________________________________________________________________ 
Statement # (   )_____________________________________________________ 
__________________________________________________________________ 
4.  Please provide your general demographics: 
a. Age:  ___________________________________________________________ 
b. Ethnic background:  _______________________________________________ 
c. Grade Level:   ____________________________________________________ 
d. Gender:   ________________________________________________________ 
5.  Please briefly describe your interactions with Mental Health Counseling prior to  
this study: 
 __________________________________________________________________ 
 __________________________________________________________________ 
 __________________________________________________________________ 
 __________________________________________________________________ 
 _________________________________________________________________________________________ 
 _________________________________________________________________________________________ 
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Appendix I 
 
Factor 1 Crib Sheet 
 
Items Ranked at +4 
(25) Knowing that I can talk to a counselor and it will be confidential (kept with that person) 
(+4) 
(19) Believing I can trust the counselor (+4) 
 
Researcher Perspective: Externally focused on the role of the counselor as opposed to the 
individual seeking counseling.  Confidentiality and trust are integral to an effective counseling 
relationship.  
 
Participant Statements:  
(16AA10M0) “That if I talk to you, you could keep anything I say.” 
(16BL11F1) “To have someone to understand, trust is always a good feeling.” 
(17AA12M1) “I won’t be honest with you if I don’t trust you.” 
(17AA12M1) “I have to be able to be completely honest with both myself and the counselor” 
 
Items Ranked Higher in Factor 1 Array than in Other Factor Arrays 
(34) When I see how counseling has helped others (+3) 
(18) Hearing from different people about their experiences with counseling (+2) 
(8) Having a different background and socioeconomic status than the counselor (+1) 
 
Researcher Perspective: Seems to indicate someone who is seeking perspectives that are different 
from their own; someone who is trying to break attitudinal barriers and norms possibly within 
their social group or class.  Additionally, this is a person that sees positivity in the progress and 
gains of role models that have benefited from counseling, and places emphasis on learning from 
these experiences.  
 
Items Ranked Lower in Factor 1 Array than in Other Factor Arrays 
(9) I fear what people will think (-4) 
 (21) Thinking that I don’t need counseling services (-4) 
(3) Not wanting to talk about my family issues outside of the household (-3) 
(23) I don't see counseling as being beneficial or useful (-3) 
(27) The things that I would want to talk about are embarrassing to share with someone else (-3) 
(5) I'm afraid of how my peers might look at me because I went to counseling (-2) 
(24) I worry about being able to express myself to a counselor (-2) 
(22) Not wanting to make mistakes in life (-1) 
(16) Being able to be real with myself (0) 
 
Researcher Perspective: In general this individual does not appear to be worried about their 
peers’ thoughts on them seeking and using mental health services, however, those fears or 
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concerns do not appear to be significant enough to prevent them from using services if they 
should become necessary.  Additionally, this individual does not seem to worry about talking 
about embarrassing issues, or family concerns with a counselor.  Furthermore, this individual 
appears slightly more concerned with being able to express themselves fully in front of the 
counselor, but seems to want to be open in order to avoid making mistakes in life which might be 
a driving motivation behind seeking and engaging in mental health counseling services.  This 
individual is likely to satisfy both core constructs of the Unified Theory of Behavior by both 
deciding to seek mental health counseling services and deciding to engage in mental health 
counseling services.  
 
Items Ranked at -4 
(9) I fear what people will think (-4) 
(21) Thinking that I don’t need counseling services (-4) 
 
Researcher Perspective: This individual seems to reject traditional social norms regarding stigma 
around mental health services, they appear to believe they can benefit from mental health 
services, or believe that there is a need for such services.  
 
Participant Statements: 
(16BL11F0) “People[’s] thoughts shouldn’t effect your day to day life.” 
(17AA12M1) “Never really cared what others thought.” 
(17AA12MI) “Just wanted to be myself.” 
 
Items Ranked at 0 
(11) Being a different gender than my counselor (0) 
(12) I have experienced a traumatic event (such as the death of a loved one or peer) (0) 
(16) Being able to be real with myself (0) 
(26) I worry about being able to pay for it (0) 
(28) I don't want to feel like I'm being blamed (0) 
(29) I don't have time to go talk to a counselor (0) 
 
Researcher Perspective: These statements appear to be actual neutral and not pivot statements.  
 
Additional Items 
(30) If it seems like it's not going to be deep counseling, but more like friendly help (+3) 
(31) I want to be able to talk instead of letting it build up and explode (+3) 
(1) My level of self-confidence (+2) 
(4) Knowing that it makes me feel better to talk about my problems (+2) 
(33) The belief that I will be comfortable sharing with the counselor (+2) 
 
Researcher Perspective: Appear to be statements that someone would say in an effort to further 
convince themselves to go to counseling, as if they were needing to provide just justification for 
why they were going.  
 
UNHEARD VOICES 
 
168 
(32) I don't think the counselor will believe me (-2) 
(35) The counselors I've talked to in the past were not good (-2) 
 
Researcher Perspective: Appears to be negative cognitions that attempt to convince the 
individual that they do not actually want to engage in counseling. They do not whole-heartedly 
believe the cognition, but for a moment they might.  
 
 
Demographics: 
Participants with non-confounded significant factor loadings >0.60  
2-17AA12M1 (0.63) 
4-16AA10M0 (0.81) 
14-12AA06F0 (0.81) 
28-17BL12M0 (-0.61) 
30-17AA12M1 (0.67) 
 
Additional participants with non-confounded significant factor loadings >0.41 
8-16BL11F0 (0.50) 
 
Participants with confounded significant factors 
10-15AA10F0 Factor 1(0.54), Factor 4(0.49) 
29-17BL12M0 Factor 1(-0.61), Factor 4(0.45) 
 
Summary of Demographics:  
Five male participants and three female participants contributed to this factor and had an average 
age of 15.88 years old.  Three participants self-report their ethnic backgrounds as Black and five 
participants self reported their ethnic backgrounds as African-American.  The average grade 
level of the participants was 11th grade. Two participants reported that they had previous 
interactions with mental health services in the past. 
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Factor 2 Crib Sheet 
 
 
 
Items Ranked at +4 
(30) If it seems like it's not going to be deep counseling, but more like friendly help (+4) 
(32) I don't think the counselor will believe me (+4) 
 
Researcher Perspective: Appears to be a lack of mental health literacy. Possibly have had a bad 
experience with a counselor in the past. Potentially looking for more of a mentor.  
 
Participant Statements: 
(17AA12M0) “If it’s more friendly it would make me give out more information and help me to 
express myself much better.” 
(17HA12M0) “A lot of life experiences, etc.” 
 
Items Ranked Higher in Factor 2 Array than in Other Factor Arrays 
(32) I don't think the counselor will believe me (+4) 
(16) Being able to be real with myself (+3) 
(2) Not wanting my parents/caregivers to know why I'm seeking counseling services (+2) 
 
Researcher Perspective: Attitudinal barriers (familial), stigma, and concerns or openness are 
seems to be important.  
 
Participant Statements: 
(17AA12M0) “Being able to humble myself will benefit me more for my future.” 
 
Items Ranked Lower in Factor 2 Array than in Other Factor Arrays 
(35) The counselors I've talked to in the past were not good (-4) 
(6) The convenience of having counseling available in schools (-3) 
(28) I don't want to feel like I'm being blamed (-3) 
(10) Having someone encourage me to do so (-2) 
(13) Being influenced by my peers (-2) 
 (34) When I see how counseling has helped others (0) 
 
Researcher Perspective: Potentially unaware of the counseling services available to them. 
Limited knowledge of counseling means there would be a lot of statements to reject, as there is 
not much prior knowledge to attend to. These individuals do not feel a strong push from role 
models or peers to engage in help-seeking behaviors. 0’s do not appear to be a neutral but instead 
a mid point of the perspective where the individual’s perspective is simple moderate in regards to 
the particular statement.  
 
Items Ranked at -4 
(7) I don't want anyone messing around in my mind (-4) 
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(35) The counselors I've talked to in the past were not good (-4) 
 
Researcher Perspective: Reject the idea of prior negative experience with a counselor, because it 
appears that few if any have occurred.  
 
Participant Statements: 
(17AA12M0) “if the counselor isn’t good that would make me not want to go or even be 
interested.” 
(17AA12M0) “I wouldn’t want my counselor trying to make me feel a way I wouldn’t want to 
feel.” 
 
Items Ranked at 0 
(9) I fear what people will think (0) 
(22) Not wanting to make mistakes in life (0) 
(23) I don't see counseling as being beneficial or useful (0) 
(27) The things that I would want to talk about are embarrassing to share with someone else (0) 
(31) I want to be able to talk instead of letting it build up and explode (0) 
(34) When I see how counseling has helped others (0) 
 
Researcher Perspective: 0’s do not appear to be a neutral but instead a mid point of the 
perspective where the individual’s perspective is simple moderate in regards to the particular 
statement.  
 
Additional Items 
(5) I'm afraid of how my peers might look at me because I went to counseling (+3) 
(20) Wanting to talk to someone who understands me (+3) 
(1) My level of self-confidence (+2) 
(4) Knowing that it makes me feel better to talk about my problems (+2) 
(33) The belief that I will be comfortable sharing with the counselor (+2) 
(11) Being a different gender than my counselor (-2) 
(17) Not having transportation makes seeking out counseling difficult (-2) 
(26) I worry about being able to pay for it (-3) 
 
Researcher Perspective: Fear is a strong motivator for keeping these individuals out of 
counseling; though they want someone to talk to…they are conflicted.  They feel their self- 
confidence diminishing. They’ve heard that it can be helpful, but they are not sure they want to 
move forward.  
 
Demographics: 
Participants with non-confounded significant factor loadings >0.60 
26-16BL12M0 (0.67) 
27-17AA12M0 (0.78) 
 
Additional participants with non-confounded significant factor loadings >0.41 
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1-17AA12F1 (0.48) 
3-17AA12M1 (-0.49) 
16-17HA12M0 (0.54) 
 
Participants with confounded significant factors 
N/A 
 
Summary of Demographics:  
Factor 2 has an eigenvalue of 2.7 and explains 9% of the study variance.  Four male participants 
and one female participant contributed to this factor and had an average age of 16.80 years old.  
One participant self-report their ethnic background as Black, three participants self reported their 
ethnic backgrounds as African-American, and one participant self-reported their ethnic 
background as Haitian.  The average grade level of the participants was 12th grade. Two 
participants reported that they had previous interactions with mental health services in the past. 
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Factor 3 Crib Sheet 
 
Items Ranked at +4 
(23) I don't see counseling as being beneficial or useful (+4) 
(7) I don't want anyone messing around in my mind (+4) 
 
Researcher Perspective: Mental health literacy appears limited. But mental health services seem 
needed.  
 
Participant Responses: 
(18AW12F0) “People who go to counseling now still (sic) has problems.” 
(16AA10F0) “I really don’t want nobody messing with my mind.” 
(16AA11M0) “I don’t think counseling really works for people.” 
 
Items Ranked Higher in Factor 3 Array than in Other Factor Arrays 
 (7) I don't want anyone messing around in my mind (+4) 
(23) I don't see counseling as being beneficial or useful (+4) 
(1) My level of self-confidence (+3) 
(24) I worry about being able to express myself to a counselor (+2) 
(26) I worry about being able to pay for it (+2) 
(29) I don't have time to go talk to a counselor (+1) 
(35) The counselors I've talked to in the past were not good (0) 
 
Researcher Perspective: This individual appears conflicted. They note that they don’t want 
people messing in their mind and that counseling is not beneficial, but they also know that it will 
make them feel better if they go. These contributors are incredibly conflicted by their feelings, 
and feel pulled in two directions at once.  They struggle to see the benefit in going to counseling, 
but seem conscious that they need something more than what they have.  
 
Items Ranked Lower in Factor 3 Array than in Other Factor Arrays 
(2) Not wanting my parents/caregivers to know why I'm seeking counseling services (-4) 
(32) I don't think the counselor will believe me (-4) 
(14) Conversations with family members or other close adults about going to a counselor (-3) 
(15) I don't think there are counselors available in my community (-3) 
(31) I want to be able to talk instead of letting it build up and explode (-3) 
(19) Believing I can trust the counselor (-2) 
(33) The belief that I will be comfortable sharing with the counselor (-1) 
(20) Wanting to talk to someone who understands me (0) 
 
Researcher Perspective: These individuals place little value on conversations with family and 
friends seeming to indicate a level of grief and rejection of help even when it is offered and 
available. This idea seems supported by the neutral statements which note confusion over 
wanting to be understood, not wanting to be blamed for whatever it was that happened during the 
traumatic event, and not wanting to repeat the same mistakes.  
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Items Ranked at -4 
(32) I don't think the counselor will believe me (-4) 
(2) Not wanting my parents/caregivers to know why I'm seeking counseling services (-4) 
 
Researcher Perspective: They are not concerned about the counselor believing them, nor are they 
concerned about their parents knowing that they are seeking counseling, in fact, their parents 
might be ones that asked them to go, possibly because of the traumatic event.  
 
(17AA12F0) “I know my counselor is understanding of [my] situation and wouldn’t doubt me.” 
 
Items Ranked at 0 
(9) I fear what people will think (0) 
(20) Wanting to talk to someone who understands me (0) 
(22) Not wanting to make mistakes in life (0) 
(27) The things that I would want to talk about are embarrassing to share with someone else (0) 
(28) I don't want to feel like I'm being blamed (0) 
(35) The counselors I've talked to in the past were not good (0) 
 
Additional Items 
(5) I'm afraid of how my peers might look at me because I went to counseling (+3) 
(12) I have experienced a traumatic event (such as the death of a loved one or peer) (+3) 
(4) Knowing that it makes me feel better to talk about my problems (+2) 
(34) When I see how counseling has helped others (+2) 
(3) Not wanting to talk about my family issues outside of the household (-2) 
(6) The convenience of having counseling available in schools (-2) 
(11) Being a different gender than my counselor (-2) 
 
Researcher Perspective: They see how it has helped people, and they know it will make them 
feel better to talk, especially about the traumatic events that they have experienced, but they 
worry about how their peers will judge them for going. Stigma is a huge motivation for staying 
out of counseling.  
 
Demographics: 
Participants with non-confounded significant factor loadings >0.60 
N/A 
 
Additional participants with non-confounded significant factor loadings >0.41 
9-18AW12F0 (0.48) 
13-17AA12F1 (-0.45) 
17-13BL08F0 (-0.56) 
 
Participants with confounded significant factors 
19-17AA12F0 (0.52) 
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21-16AA10F0 (0.48) 
25-16AA11M0 (0.52) 
 
Summary of Demographics:  
Five female participants and one male participant contributed to this factor and had an average 
age of 16 years old.  One participant self-report their ethnic background as Black, four 
participants self reported their ethnic backgrounds as African-American, and one participant self-
reported their ethnic background as African-American and White.  The average grade level of 
the participants was 11th grade. One participant reported that they had previous interactions with 
mental health services in the past. 
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Factor 4 Crib Sheet 
 
Items Ranked at +4 
(25) Knowing that I can talk to a counselor and it will be confidential (kept with that person) 
(+4) 
(19) Believing I can trust the counselor (+4) 
 
Researcher Perspective: Trust and confidentiality are important to this individual. 
 
Participant Responses: 
(17AA12F1) “I need to trust the person I’m talking to.” 
(17AA12F1) “Having trust with someone is important because I want to be able to talk to 
someone.” 
 
Items Ranked Higher in Factor 4 Array than in Other Factor Arrays 
(3) Not wanting to talk about my family issues outside of the household (+3) 
(33) The belief that I will be comfortable sharing with the counselor (+3) 
(13) Being influenced by my peers (+2) 
(28) I don't want to feel like I'm being blamed (+1) 
 
Researcher Perspective: The individual places an emphasis on feeling comfortable in counseling, 
but worries about sharing everything about themselves in counseling, especially things regarding 
family concerns. Peers seem to be a strong positive influence in this individual’s life and have 
guided them toward counseling when it was needed.  
 
Participant Responses: 
(14BA08F1) “I don’t like talking bout my issues they are personal.” 
 
Items Ranked Lower in Factor 4 Array than in Other Factor Arrays 
(17) Not having transportation makes seeking out counseling difficult (-4) 
(8) Having a different background and socioeconomic status than the counselor (-3) 
(18) Hearing from different people about their experiences with counseling (-3) 
(12) I have experienced a traumatic event (such as the death of a loved one or peer) (-2) 
(1) My level of self-confidence (0) 
(36) Recognizing that I have a problem (0) 
 
Items Ranked at -4 
(17) Not having transportation makes seeking out counseling difficult (-4) 
(26) I worry about being able to pay for it (-4) 
 
Researcher perspective: further support for the notion that this individual has interacted with 
counseling through the school setting. The lack of emphasis on the structural barriers like 
transportation or fees seems to indicate that the services were embedded in a system that the 
individual was already involved with, such as the public school setting.  
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Items Ranked at 0 
(1) My level of self-confidence (0) 
(6) The convenience of having counseling available in schools (0) 
(9) I fear what people will think (0) 
(11) Being a different gender than my counselor (0) 
(14) Conversations with family members or other close adults about going to a counselor (0) 
(36) Recognizing that I have a problem (0) 
 
Researcher Perspective: This individual appears to have access to counseling in school having 
not placed much value on worrying about what people might think, convenience of counseling in 
school, gender differences, self-confidence, or even the need to have conversations with family 
about going to the counselor. These themes seem indicative of an individual that has experience 
with a school counselor as this individual would have common interactions with the school 
counselor within the standard setting of the school.  
 
Additional Items 
(20) Wanting to talk to someone who understands me (+3) 
(7) I don't want anyone messing around in my mind (+2) 
(16) Being able to be real with myself (+2) 
(31) I want to be able to talk instead of letting it build up and explode (+2) 
(23) I don't see counseling as being beneficial or useful (-2) 
(29) I don't have time to go talk to a counselor (-2) 
(30) If it seems like it's not going to be deep counseling, but more like friendly help (-2) 
(2) Not wanting my parents/caregivers to know why I'm seeking counseling services (-3) 
 
Researcher perspective: Additionally, this individual still  desires to be understood, heard, and 
values feelings that that they can let go of things that are bothering them. They recognize there 
are benefits to going to speak to a counselor and place little concern on whether it is deep or 
friendly help. Furthermore, while they have limited time, they are able to make time to see the 
counselor throughout the day do to the proximity of the counselor on the school campus.  
 
Demographics: 
Participants with non-confounded significant factor loadings >0.60 
18-14AA09F0 (0.56) 
22-14BA08F1 (0.68) 
24-13BL08F0 (0.60) 
 
Additional participants with non-confounded significant factor loadings >0.41 
7-17AA12F1 (0.53) 
 
Participants with confounded significant factors 
10-15AA10F0 Factor 4(0.49), Factor 1(0.54) 
25-16AA11M0 Factor 4(0.55), Factor 3(0.52) 
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29-17BL12M0 Factor 4(0.45), Factor 1 (-0.61) 
 
Summary of Demographics:  
Five female participants and two male participants contributed to this factor and had an average 
age of 15.14 years old.  Two participants self-report their ethnic backgrounds as Black, four 
participants self reported their ethnic backgrounds as African-American, and one participant self-
reported their ethnic background as Black/African-America.  The average grade level of the 
participants was 10th grade. Two participants reported that they had previous interactions with 
mental health services in the past. 
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Factor 5 Crib Sheet 
 
Items Ranked at +4 
(12) I have experienced a traumatic event (such as the death of a loved one or peer) (+4) 
(22) Not wanting to make mistakes in life (+4) 
 
Researcher Perspective: Significant Traumatic Event. Want to avoid mistakes. Are these related? 
Possibly.  
 
Participant Responses: 
(17AA12F1) “Because if someone died in my life I would want someone to talk to.” 
(17BA12F1) “My granddad died and I could go on a daydream when he was here.” 
 
Items Ranked Higher in Factor 5 Array than in Other Factor Arrays 
(22) Not wanting to make mistakes in life (+4) 
(10) Having someone encourage me to do so (+3) 
(9) I fear what people will think (+2) 
 
Researcher Perspective: They are worried about what other people think, but are encouraged to 
go to counselor, likely because of the experience of the traumatic event.  
 
Items Ranked Lower in Factor 5 Array than in Other Factor Arrays 
(29) I don't have time to go talk to a counselor (-3) 
 
Researcher Perspective: Strongly reject the idea of structural barriers like time and cost.  
 
Items Ranked at -4 
(7) I don't want anyone messing around in my mind (-4) 
(26) I worry about being able to pay for it (-4) 
 
Researcher Perspective: Rejection of structural barrier of cost, further rejection either that 
counselors mess around in your mind, or possibly these individuals want a counselor to mess 
around in their mind.  
 
Participant Responses: 
(17BA12F1) “I have insurance and money is the least problem at the moment.” 
 
Items Ranked at 0 
(2) Not wanting my parents/caregivers to know why I'm seeking counseling services (0) 
(14) Conversations with family members or other close adults about going to a counselor (0) 
(18) Hearing from different people about their experiences with counseling (0) 
(23) I don't see counseling as being beneficial or useful (0) 
(24) I worry about being able to express myself to a counselor (0) 
(28) I don't want to feel like I'm being blamed (0) 
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Researcher Perspective: In the case of the neutral statements, and in context of the other 
statements in the sort, they truly appear to be true neutrals or statements that the individuals feel 
have no bearing on their decision to seek mental health services; therefore they were placed in 
the center of the forced distribution.  It could be assumed that given the option, these individuals 
might have opted to not sort these statements at all.  
 
Additional Items 
(20) Wanting to talk to someone who understands me (+3) 
(31) I want to be able to talk instead of letting it build up and explode (+3) 
(1) My level of self-confidence (+2) 
(16) Being able to be real with myself (+2) 
(25) Knowing that I can talk to a counselor and it will be confidential (kept with that person) 
(+2) 
(3) Not wanting to talk about my family issues outside of the household (-2) 
(8) Having a different background and socioeconomic status than the counselor (-2) 
(17) Not having transportation makes seeking out counseling difficult (-2) 
(30) If it seems like it's not going to be deep counseling, but more like friendly help (-2) 
(21) Thinking that I don’t need counseling services (-3) 
(32) I don't think the counselor will believe me (-3) 
 
Researcher Perspective: Seeking understanding, seem to have a high degree of mental health 
literacy and are aware of the positive benefits of mental health counselor. This individual 
understands the impacts on their level of self-confidence, and recognizes that it will help them to 
be real with themselves. They also understand that counseling in confidential and don’t seem to 
have worries about trust with the counselor. This individual is not concerns with typical 
structural barriers like cost of services, transportations, or ses differences between themselves 
and their counselor. Finally they don’t seem to place value on notions of the whether the 
counselor would believe them or thinking that they might not need mental health counseling 
services.  
 
Participant Responses:  
(14BL08M1) “If I don’t have someone to hear me the way I want them to, why go?” 
(14BL08M1) “If I was raised in a different background, I wouldn’t want to visit the counselor.” 
(14BL08M1) “If I hold all my feeling in, who knows ho I would react.” 
 
Demographics: 
Participants with non-confounded significant factor loadings >0.60 
12-17AA12F1 (0.83) 
20-16AA10M0 (0.73) 
 
Additional participants with non-confounded significant factor loadings >0.41 
5-14BL08M1 (0.48) 
11-17BA12F0 (0.56) 
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Participants with confounded significant factors 
19-17AA12F0 (0.49) 
21-16AA10F0 (0.51) 
 
Summary of Demographics:  
Four male participants and two male participants contributed to this factor and had an average 
age of 16.16 years old.  One participant self-report their ethnic background as Black, four 
participants self reported their ethnic backgrounds as African-American, and one participant self 
reported their ethnic background as Black/African-American.  The average grade level of the 
participants was 11th grade. Two participants reported that they had previous interactions with 
mental health services in the past. 
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Appendix J 
Q sort Instructions Script 
 
Thank you all for volunteering to participate in this research study to help better understand the 
perspectives of Black adolescents regarding mental health services is urban communities.  
 
Please remember that at any time during this activity, should you decide that you no longer want 
to participate, you are welcome to stop and there will be no negative consequences. You 
participate in complete voluntary.  
 
In front on you, you will find a set of 36 unique statements printed on 2-inch by 2-inch cards. 
You will also find a large grid with numbers along the top, and a printout with the same grid, 
followed by some simple questions.  
 
Today, you are going to be sorting a group of statements based on how much or little those 
statements impact your decisions to seek mental health counseling. 
 
To begin, please read each card and separate them into one of three groups, statements that you 
feel most impacts your decision to seek counseling, statements that least impacts your decision to 
seek counseling, and statements that you feel neutral or have no strong feelings about.  
 
Place the group of statements that you feel least impacts to the left of your grid, place the neutral 
statements in the center, and place the statements that you feel most impacts to the right of your 
grid.  
 
Once you have sorted your cards into the three stacks, I would like you to pick up the group of 
statements that you decided had the most impacts on your decision to seek mental health 
counseling. Choose the two statements that you feel have the most impact and place them in the 
+4 column, now from the cards that remain in the stack, choose the three statements that you feel 
have the most impact and place them in the +3 column. Again, from the cards that remain in that 
stack, choose the 4 cards that have the most impact and place them in the +2 column. Repeat this 
process until you have no more cards in this stack.  
 
Next, I would like you to pick up the group of statements that you decided had the least impact 
on your decision to seek mental health counseling. Choose the two statements that you feel have 
the least impacts and place them in the -4 column, now from the cards that remain in the stack, 
choose the three statements that you feel have the least impact and place them in the -3 column. 
Again, from the cards that remain in that stack, choose the 4 cards that have the least impact and 
place them in the -2 column. Repeat this process until you have no more cards in this stack.  
 
Next, pick up the last stack of statements, those that you decided were neutral or have no strong 
feelings about and sort them into the remaining spots on the grip. Make sure that there is a card 
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in each spot, if you have a missing card; please check to see if any of them are stuck together. If 
you cannot locate the missing card, please ask me and I will replace it for you.  
 
Once you have completed the grid you will need to check over the statements to ensure that each 
card is in the spot that you feel it belongs.  Now you will need to get the sheet that as the small 
version of the grid. At the beginning of each statement is a number ranging from 1-36. Please 
write the number of each statement onto the small grid so that it matches the large sort in front of 
you. 
 
When you are done writing the numbers onto you small grid, please turn to the next page and 
answer the questions that follow.  Do not move the cards off the grid until you have completed 
the questions that follow.  
 
If you have any questions throughout this process please ask. 
 
Thank you again for participating in this study. The information you provide will help 
counselors, teachers, and parents better access mental health counseling services for adolescents 
in need.  
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